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Autopsies in Relation to Teaching* 


Watter A. Biozeporn, A. M., M. D. 


Professor of Medicine, George Washington University School 
of Medicine, Washington, D. C. 


The autopsy has come to occupy an important place in the curricu- 
lum of every medical school. The degree of importance which it attains, 
the manner in which the material is used for teaching purposes, the 
personnel detailed to this important branch of teaching, the time allot- 
ted, and the degree of advanced standing of the student exposed to 
autopsy teaching, vary considerably in different schools of medicine. 

In an endeavor to assemble data bearing on the autopsy situation, we 
requested information on the above points from 200 of the larger hos- 
pitals of the United States and Canada. Replies were received from 
130 of these institutions. 

In one of the famous recipes of that grand old gourmand, Brillat- 
Savarin, in which he lays down the proper procedure for the chef to 
follow in preparing a hare, his instructions begin as follows: “First, 
secure the hare.” In setting forth the manner of using the autopsy for 
teaching purposes, it is wise to lay down the following dictum, “First, 
secure the autopsy.” 

That this is a vital matter becomes apparent at once if you scrutinize 
the autopsy percentages which the various hospitals report. So important 
was this point that it was considered necessary to require a minimum 
percentage of autopsies for hospitals to be approved for intern training. 
The standard set was sufficiently low, and yet some hospitals experi- 
enced difficulty in complying with this requirement. It was proposed to 
raise this standard gradually, and the provision has been a wise one and 
no doubt has served as an incentive and stimulus to this type of teaching. 

We have prepared charts from various sections of the country show- 
ing the autopsy percentage obtained in many of the hospitals and it is 
apparent at once that while some hospitals appear to have little difficulty 
in maintaining a high percentage of autopsies, others show a low rating. 

The questionnaire forwarded to the hospitals requested the following 
information : 
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1. Percentage of postmortems obtained during the following years: 
1925; 1926; 1927; 1928; 1929. 

2. What method or system is employed to assure a high percentage 
of postmortem examinations? 

3. By whom is the postmortem examination performed ? 

4. In what manner are the postmortems utilized for (a) under- 
graduate instruction? (4) postgraduate instruction? 

5. Are students required to be present for postmortem examinations? 

6. Do the members of the visiting staff attend postmortems? 

7. Are clinical-pathological conferences held regularly? 


8. What are the chief objections you encounter in obtaining permis- 
sion to do postmortem examinations? 

9. What suggestions would you offer for improving any of the above 
methods of procedure? 

The answers to these questions have been assembled and the informa- 
tion contained in them condensed and classified. I am aware of the 
fact that questionnaires are a burden to the individual receiving them, 
and I am very grateful to the busy men who took time to fill out the 
answers to these questions. In many instances the suggestions they of- 
fered for improving this type of teaching were the result of careful 
thought and study and it is believed that the data and opinions which 
these individuals set forth will prove decidedly helpful in furthering this 
important branch of teaching. 


The Teaching Value of the Autopsy 

The value of the postmortem for both undergraduate and postgradu- 
ate instruction is difficult to overemphasize. Sir William Osler, whose 
example every internist would do well to follow, set forth his personal 
opinion of the autopsy when he said tersely: “I never miss a postmor- 
tem.” 

Wilson gives his opinion of the autopsy in the following sentence: 
“T doubt very much whether any internist, however skilled, can maintain 
a high degree of efficiency with a low percentage of necropsies.” 

Lynch, who has devoted much time and thought to the autopsy 
question, believes that necropsies are of greater teaching value than any 
other course in the curriculum, and that the performance of autopsies is 
an index of the general professional standard of the hospital’s progres- 
sive activities. 

The institution which holds the autopsy in the highest regard usually 
shows the greatest development and leadership. Autopsies raise the pro- 
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fessional morale of an institution. They serve as a complete check on 
the diagnostic and therapeutic efficiency of the personnel. 

No hospital has fulfilled its full obligation to the patient, to the in- 
tern, to the undergraduate student, or to the visiting staff unless it has 
made an exhaustive effort to obtain a necropsy in every case of death 
occurring in the hospital. A consistently low percentage of autopsies 
may reasonably be regarded as an indication of a lack of interest in post- 
mortem examinations on the part of the personnel. 


Obtaining Permission for an Autopsy 

There appears to be no set formula for obtaining permission for 
autopsies. The procedure differs considerably in various institutions, 
but one common trait is emphasized in all hospitals showing a high 
autopsy percentage. This trait is manifest particularly in teaching hos- 
pitals and can briefly be summed up as follows: An experienced and 
competent pathological staff, whose keen interest in autopsies is supple- 
mented by the utmost cooperation from the administrative office; a resi- 
dent staff, active and alert to improve their medical knowledge, and a 
visiting staff inculcated with the spirit of Osler, who never missed a 
postmortem. 

So important would this matter of securing permission to perform 
autopsies appear that we feel it not amiss to set forth some of the pro- 
cedures followed by various institutions in securing permission, as well 
as the reasons they give for inability to secure autopsies. 

No institution in the United States or Canada is able to secure 100 
per cent of autopsies. There is no law which makes an autopsy com- 
pulsory except in cases turned over to the coroner. In every other in- 
stance, permission must be obtained from the nearest living relative. 

Is Legislation on Autopsies Desirable? 

The matter of whether we should urge that existing state laws be 
changed in this respect is receiving attention in many quarters at present. 
We have obtained opinions from the legal representatives of several 
medical associations, and the general concensus of opinion seems to be 
that at present it would not be wise to attempt to secure legislation 
which would make the autopsy compulsory. The public can be educated 
to the need for postmortem examination without resentment, whereas 
an attempt to make the autopsy compulsory would no doubt result in 
bitter opposition and probably fail. Undoubtedly, we will continue to 
be faced with the necessity of obtaining a permit from the nearest rela- 
tive for each autopsy. This being the case, it behooves every hospital, 
and particularly every teaching hospital, not to leave this important 
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matter to chance or to make it everybody’s business in the institution, 
but to have some well-defined principles laid down and to designate 
some one individual or group to be held responsible for obtaining the 
necessary permit. 

There is probably not as much opposition to necropsies on the part 
of the public as many physicians generally believe. It is not an exagger- 
ation to state that autopsy permission can be obtained in over 25 per 
cent of instances with no other procedure than tactfully requesting per- 
mission for them. 

Physicians, as a group, have not been convinced of the extreme 
value and importance of autopsies and often render little help to the 
pathologist in obtaining permission. The education of the present intern 
staff of hospitals will result very shortly in a changed attitude on the 
part of the profession as a whole. 


Opinions of Various Hospitals 
I should like to take the liberty of quoting some of the replies re- 
ceived from the personnel of various hospitals whose answers indicate 


deep interest in this problem. The following is from a Director of 
Laboratories in a progressive hospital: 


“I think that first and foremost in importance in obtaining post- 
mortems, is the desire on the part of clinicians to have postmortems 
done and learn from them. As a general rule the interns obtain the 
permissions from the relatives, and they do that with a success pro- 
portionate to the stimulus they receive from the attending physician 
and from the director of the department of pathology. It is most un- 
fortunate that there is very little help and very little encouragement 
and assistance given the intern staff by the attending staff in obtain- 
ing postmortems on private cases. . . 

“Repeatedly I have encountered a curious reaction on the part of 
practitioners to postmortems. They seem to feel that the postmortems 
are of interest only to the pathologist, and they take a sort of musing, 
tolerant attitude toward him. They feel, too, that there isn’t anything 
particularly useful about a postmortem—the patient is dead and they 
can’t treat him any longer. About as far as their interest goes is to 
ask, ‘What did the patient die of?’—and they usually want an an- 
swer in as few words as possible. . . .” 

“The pathologist who does a dissection in front of physicians 
sloppily, who does not discuss the dissection as he proceeds with it, 
who does not ably demonstrate the material, certainly is no encourage- 
ment to those interested in postmortems. Likewise, the pathologist 
whose interest is only in the autopsy and who fails to link up the 
findings with the clinical course falls far short of the desired state.” 


I would like to take the liberty of quoting Doctor O’Brien, patholo- 
gist at the University of Minnesota. In reporting on the autopsy situa- 
tion at that institution, he states: 

“None of our staff men are afraid to have autopsies done. That 
is another reason why we get a large number. It has improved the 


morale of the institution, and in turn has assured us of regular sup- 
port for the plan. We discuss every posted death at our weekly con- 
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ference, which is compulsory for attendance. Every man on our staff 
feels that the autopsies have done more to improve our work than any 
other single factor.” 


Doctor Mackenzie of the Montreal General Hospital, which insti- 
tution has a most enviable record, reports the system employed at this 
institution. The results indicate that it is well worthy of study. At 
this institution the admitting officer is designated as the official charged 
with the duty of obtaining permission to perform autopsies. Doctor 
Mackenzie states: 


“I think you will see from our experience that having one person, 
namely the Admitting Officer, whose duty it is amongst others to ob- 
tain autopsies, is an invaluable one, for our House Staff never inter- 
feres in this particular. From my own experience, it is a great help to 
know that no one else has approached the relatives in respect to this 
matter and this assurance helps in no small degree.” 


Anyone who has had the privilege of visiting the Montreal General 
Hospital cannot help but feel that the heritage and tradition of Osler 
still lend inspiration and make possible the wonderful autopsy showing 
of this institution. 


The superintendent of one hospital reports as follows: 


“Our chief difficulty in getting an autopsy is with the medical man 
himself. Those in the hospital can not approach the patient’s relatives, 
taking the initiative, because so often this is interpreted as checking 
up on the medical man.” 

The following suggestion comes from Doctor Enzer, Director of 
Laboratories. 


“There is no reason why a morgue should be placed in the base- 
ment and be poorly lighted, ventilated and equipped. When hospitals 
realize that a postmortem room and the work done in the room are 
as important as any other work done in the hospital and steps are 
taken to equip the department properly, much will be accomplished.” 


Adequate Facilities for Autopsy Work 

Medical men would do well to lend their support to a constructive 
program which will provide adequate facilities for autopsy work. A 
large room on one of the upper floors, adequately lighted and with suf- 
ficient space to accommodate students comfortably, would be an excel- 
lent step in promoting this branch of teaching. The deportment and 
conduct of those in attendance should be as orderly and quiet as that 
of any well regulated operating room. Slipshod methods, incomplete 
postmortems, autopsies performed by poorly trained pathologists or by 
clinicians without adequate training will soon dampen whatever en- 
thusiasm might originally have been present. In this regard, Lynch 
states, ““The judgment of an inexperienced physician performing an 
autopsy is as likely to be erroneous as is the clinical diagnosis.” 
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Cooperation with Mortician 

One of the requisites for a high percentage of autopsies is the good 
will and cooperation of the undertaker. In many instances the decision 
as to whether or not an autopsy is to be performed rests with the under- 
taker. A word of encouragement from him to the relatives indicating 
that he not only has no objection but feels that the procedure is highly 
desirable, is sufficient to turn the scale. On the other hand, an under- 
taker who has repeatedly had bodies turned over to him in poor condi- 
tion with no attempt at ligating the vessels, whose work has been de- 
layed and hampered by a dilatory and tardy pathologist, may easily 
prevent the granting of autopsy permission in many instances. It is a 
wise maneuver to obtain the cooperation of the mortician. In several 
instances we have been able to secure the active cooperation of the under- 
taker and have even supplied him with blank forms which he has filled 
out and had signed by the nearest relative on his own initiative. 


Religious beliefs are frequently given as a reason for failure to ob- 
tain autopsies, and this appears to apply particularly to the Jewish race. 
Inquiry has developed the fact that there in nothing in the Jewish re- 
ligion which forbids postmortem examination, and in the following 
tables it will be noted that Jewish hospitals, as a rule, have an excellent 
death autopsy ratio. 

In the following tables we have attempted to classify and condense 
the data received from various hospitals. We have been particularly 
concerned with teaching hospitals in compiling this information. 

In Table 1 we have arranged the hospitals according to their post- 
mortem percentage for the year 1929. This table, however, shows also 
the postmortem readings for the years 1925, 1926, 1927 and 1928. It 
will be noted in some instances that hospitals have strikingly increased 
their percentage of autopsies during this five year period. 


Table 1. Arranged According to Highest Percentage of Postmortems—1929 
1929 1928 1927 1926 1925 


Montreal General Hospital, Montreal................ 88.21 90.28 79. 68. 74. 
Mayo Clinic, Rochester, Minn (Between 85 and 90%) 
Albert Merritt Billings Hospital, University 

of Chicago $2.4 63. 
Multnomah Hospital, Portland, Oregon............ 85. 75. 60. 60. 50. 
University Hospital, Omaha 83.5 83. 78.8 72. 61. 
Mount Sinai Hospital, New York........................ 79.5 77. 71. 55. 


College of Medicine Hospital Lab. 

University of Illinois Research, Chicago....77.5 76.2 66.6 81. 81.8 
State of Wisconsin General Hosp. Madison....76. 68. 738. 83. 81. 
Gallinger Municipal Hospital, 


Washington, D. C. 75. 53. 
University Hospitals, University of Minnesota, 
Minneapolis 74.35 69.68 64.7 61.6 53.21 


Good Samaritan Hospital, Cincinnati ................ 72. 60. 48. 23. 19. 
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1929 1928 1927 1926 1925 
Strong Memorial Hospital, Rochester, N. Y.....71. 73. 77. 


Peter Bent Brigham Hospital, Boston................ 68.6 59.6 63.4 62. 70.7 
New York Hospital, maintaining Bloomingdale 
Hospital, New York 66.1 665 58.5 484 43.1 


Saint Elizabeth’s Hospital, Washington, D. C...63. 68. 70. 62. 68. 
Bell Memorial Hospital, University of Kansas, 


Kansas City, Kan 63 60. 62. 67. 74. 
Montefiore Hospital, New York 62.8 52.8 38. 31. 17.5 
Rochester General Hospital, Rochester, N. Y.....61.7. 54.8 52.5 


Syracuse University Hospital, Syracuse, N. Y...60. 40. 44. 8. 
New England Deaconess Hospital, Boston........ 58. 60. 60. 52. 
Mary Hitchcock Mem. Hosp., Hanover, N. H...57. 66. 37. 12. 


22. 

8. 

Univ. of Pennsylvania Hosp., Philadelphia....55.5 59.7 45.1 554 55.2 

Minneapolis General Hospital, Minneapolis....54.6 34.7 31.2 32.6 31.6 

University of Michigan Hospital, Ann Arbor....54. 45. 39. 42. 40. 

Jefferson Hospital, Philadelphia 53.4 49.6 61.7 42.3 39.3 
George Washington University Hospital, 

Washington, D. C. 52. 40. 44. 45. 40. 
San Diego County General Hospital, 

San Diego, Calif. 45. 38. 36. 36. 
Garfield Memorial Hosp., Washington, D. C.....51. 53. 39. 40. 46. 
Michael Reese Hospital, Chicago........................ 1. 57. 56.7 44.9 31.7 
Henry Ford Hospital, Detroit -........................... . 50. 45. 40. 30. 
Presbyterian Hospital of Chicago........................ $0.1 45.8 51.1 55.9 55.5 
University Hospitals, State University of Iowa, 

Iowa City 50. 57. 64. 65. 60. 
Jewish Hospital, Philadelphia 50. $3.6 17.2 7.3 5.4 
Lankenau Hospital, Philadelphia ........................ 50. 38. 41. 40. 40. 
Pennsylvania Hospital, Philadelphia.................... 50. 43. 45. 41. 50. 
New Haven Hospital, New Haven, Conn......... 48. $1. 47. 41. 29.8 
Cincinnati General Hospital, Cincinnati ............ 46.5 42.23 38.23 34. 32.6 
Buffalo City Hospital, Buffalo . 41 42. 41. 35. 
Mt. Sinai Hospital, Milwaukee oud 55. 35. 

St. Joseph’s Hospital, San Francisco .................... my 39. 37. 


Los Angeles County Gen. Hosp., Los Angeles.... 38. 41. 43. 
Long Island Hospital, Brooklyn 

Massachusetts Memorial Hospital, Boston ....... 
Lenox Hill Hospital, New York. 


‘Albans 
Toronto General Hospital 
Presbyterian Hospital, New York ........................ 
City Hospital, Cleveland 
Philadelphia General Hospital 
Graduate Hospital of the University of 


Pennsylvania, Philadelphia 40. 14. 14. 18. 17. 
City Hospital, New York 40. 34.3 42. 30. 31.4 
Massachusetts General Hospital, Boston ........ 39. 38. 33. 35. 36. 
Boston State Hospital, Boston 38.53 41.4 33.33 11.66 23.02 
John Sealy Hospital, Galveston, Texas................ 338. 37. 46. 38. 37. 
Lakeside Hospital, Cleveland 34.5 36. $0.34 
State University Hospital and Crippled 

Children’s Hospital, Oklahoma City............ 34.5 25. 30.8 23.7 21.5 
Germantown Disp. and Hosp., Philadelphia... mr 30.3 34.5 291 37.4 
Presbyterian Hospital, Philadelphia .................... 3.5 33.6 30. $1.5 32.5 
New York Homeopathic Medical College 

and Flower Hospital, New York.................. ' 17.5 16. 11.6 16.6 


Mary Fletcher Hospital, Burlington, Vt.... 


St. Luke’s Hospital, New York .......................... ‘8 32. 316 27.7 347 
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1929 
University Hospital, University of Maryland, 
Baltimore 31.2 
Louisville (Ky.) City Hospital 30. 


Starling-Loving Univ. Hosp., Columbus, Ohio..29.2 
St. Joseph’s Hospital, Creighton Mem., Omaha..29. 


Hahnemann Hospital of Philadelphia............. .-28.2 
Mt. Carmel Hospital, Columbus, Ohio................ 28. 
Allegheny General Hospital, Pittsburgh............ 27. 
Memphis (Tenn.) General Hospital -..............26.8 
Winnipeg (Can.) General Hospital ................ 26.2 


Freedmen’s Hospital, Washington, D. C.............26. 
Emanuel Hospital, Portland, Ore. ............. 


Hartford Hospital, Hartford, Conn..................... 26. 
Hubbard Hospital, Nashville, Tenn 25.58 
St. Vincent’s Hospital, Portland, Ore................. 25.13 
Methodist Episcopal Hospital, Indianapolis......25. 
Montefiore Hospital, Pittsburgh ........................ 24.5 
Union Memorial Hospital, Baltimore................ 23.9 


New York Polyclinic Med. School and Hosp...23.5 
Georgetown University Hospital, 


Washington, D. C 23 
Brooklyn (N. Y.) Hospital 23 
Denver (Colo.) General Hospital....................... 22.37 
Bellevue Hospital, New York 22.1 


Baltimore City Hospitals: General Hospital, 
Tuberculosis Hospital, Psychopathic Hos- 
pital 22 

Mercy Hospital, Chicago 21.73 

Evangelical Deaconess Hospital, Milwaukee....21.2 

New York Post-Graduate Medical School 


and Hospital 21 
Indianapolis City Hospital 20.4 
Mount Sinai Hospital, Cleveland —...................... 20.9 
Cook County Hospital, Chicago 20. 
St. Louis (Mo.) City Hospital —.......................... 20. 
Milwaukee Hospital 20. 
Misericordia Hospital, Philadelphia ................... 19.7 
Alexian Brothers Hospital, Chicago.................... 19.7 
Boston City Hospital 19.3 
Madison (Wis.) General Hospital —.................. 19.2 
Emergency Hospital, Washington, D. C............. 19. 
St. Paul Hospital, Dallas, Texas 19. 
Mercy Hospital, Pittsburgh 19. 
South Side Hospital of Pittsburgh...................... 17.2 
St. John’s Hospital, Cleveland ............................ 16. 
Methodist Episcopal Hospital, Philadelphia........ 16. 
Charity Hospital, New Orleans 15. 
Herman Kiefer Hospital, Detroit ........................ 14.3 
Coney Island Hospital, New York...................... 14. 
Manhattan State Hospital, New York................ 13.4 
Hillman Hospital, Birmingham, Ala................. 12.9 
Bryce Hospital, Tuscaloosa, Ala 12 
St. Vincent’s Hospital, New York........................ 11. 
St. Alexis’ Hospital, Cleveland .......................... 11. 
Memorial Hospital, Roxborough, Philadelphia..10.5 
Lord Lister Hospital, Omaha 10. 
Columbus State Hospital, Columbus, Ohio........10. 
Cumberland Hospital, Brooklyn .......................... 10. 


Johnston-Willis Hospital, Richmond, Va............. 10. 


1927 1926 
29.3 20.1 
29. 26. 
36. 

30. 25. 
21. 20. 
13.5 11.5 
24. 23.5 
14. 24. 
21. 24.5 
28. 18. 
20. 7.9 
26. 18. 
20.56 38.34 
11. 7.5 
10. 13. 
13.2 10.1 
10. 
13. 9.2 
26. 13. 
29.37 33.7 
20.1 15.6 
29. 26.8 
7. 10.9 
21. 23.7 
20.4 25.6 
23.7 34.6 
21.9 21.8 
19. 15. 
8.9 9.3 
15.9 12.3 
71 
19.4 18.3 
8. 8. 
14. 10. 
23. 
20.3 22. 
13.3 10.9 
11. 9. 
14. 16. 
12. 12. 
16.8 
11.8 10.2 
15.2 13.5 
13. 12.8 
8. 12. 
5. 8. 
24. 28. 
12.5 9. 
8. 5. 
7.5 4.1 
0.9 3. 


- 
1928 1925 
24. 
por. 25. 37. 
20. 35.5 
18.5 16. 
14.5 7.5 
23.5 27. 
21.7 21. 
ae 22. 29.2 
32.6 17. 
31. 43 
26. 10. 
26.41 28.78 
12.8 5.7 
13. 6. 
24.2 9. 
18.8 
oe 20. 10. 
23.95 37.05 
19.7 17.4 
28.8 23.5 
7. 6.6 
Se 24.7 25.6 
21. 19.4 
ae 20.6 20. 
19.3 25. 
16. 12. 
13. 6.5 
12.6 13.7 
19.2 
22.6 15. 
12.5 15. 
9 10 
20. 
12.2 20.8 
16.6 9.2 
as, 17. 7. 
15. 12, 
15. 10. 
15.1 
12.4 8. 
4 14. 19.1 
19.7 18. 
7. 14. 
10. 7. 
21. 33. 
11.5 11. 
10. 8. 
10. 10. 
8.2 4. 
10. 


aA 


No 
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Saint Francis Hospital, San Francisco ................ 7.9 
Baptist Memorial Hospital, Memphis, Tenn..... 7.7 
St. Mary Hospital, Cincinnati —........................ 7.5 
Holy Cross Hospital, Salt Lake City ................ 7. 
Elizabeth Steel Magee Hospital, Pittsburgh... 5.9 
Women’s Homeopathic Hospital, Philadelphia... 3.2 
Longview Hospital, Cincinnati ~......................... 1.5 
Patton State Hospital, Patton, Calif. ............... .0215 


Table 2. 


1929 
Average 
72.98 


52.036 


45.376 


44.14 


43.91 


40.83 


40.39 


0049 


8.4 


1929 1928 1927 1926 


.0322 .0334 

Table 2 shows the autopsies arranged by states. We should indicate 
at this point that this arrangement according to states does no necessar- 
ily represent the true percentage of postmortems performed in that state 
but merely represents the hospitals in the state that replied to the ques- 
tionnaire. 


According to Highest Average Percentage 
Postmortems Reported for 1929 


1929 1928 1927 1926 1925 
MINNESOTA 
Mayo Clinic (Between 85 and 90%) 
University Hospitals ..................74.35 60.68 64.7 61.6 53.21 
Minneapolis General Hospital ..54.6 34.7 31.2 32.6 31.6 
CANADA 
Montreal General Hospital........ 88.21 90.28 79. 68. 74. 
Toronto General Hospital........ 41.7 45.8 51.9 52.5 46.1 
Winnipeg General Hospital ....26.2 22. 21. 24.5 29.2 
OREGON 
Multnomah Hospital ...................85. 75. 60. 60. 60. 
Emanuel Hospital ......... ..26. 31. 20. 7.9 4.3 
St. Vincent’s Hospital ...............25.13 12.8 11. 7.5 5.7 
DISTRICT OF COLUMBIA 
Gallinger Municipal 53. 
Saint Elizabeth’s Hospital.......... 68. 70. 62. 68. 
George Washington U. Hosp..... ‘2 40. 44. 45. 40. 
Garfield Memorial Hospital........51. 53. 39. 40. 46. 
Freedmen’s Hospital ....................26. 32.6 28. 18. 17. 
Georgetown Hospital ................. 23. 20. 26. 13. 10. 
Emergency Hospital .................... 19. 9. 14. 10. 10. 
MASSACHUSETTS 
Peter Bent Brigham Hospital....68.6 59.6 63.4 62. 70.7 
New England Deaconess Hosp...58. 60. 60. 52. 22. 
Loag Island Hospital ~.............. 43. 49.7 64.5 50.8 50. 
Massachusetts Memorial Hosp.. m 38. 32. 40. 27. 
Massachusetts General Hosp..... 38. 33. 35. 36. 
Boston State Hospital................ ry 53 4140 33.33 11.66 23.02 
Boston City Hospital ..................19.3 22.6 194 18.3 15. 
NEBRASKA 
University Hospital ~..................83.5 83. 78. 72. 61. 
Saint Joseph’s Hospital................29. 20. 30. 25. 35.5 
Lord Lister Hospital ....................10. 10. 8. 5. 8. 
ILLINOIS 
Billings Hospital ,...................... 82.4 63. 2. 
University of Ill. Research........ 77.5 76.2 66.6 81. 81.8 
Michael Reese Hospital ..............51. 57. 56.7 449 31.7 
Presbyterian Hospital ................ $0.1 45.3 $1.1 55.9 55.5 
Wesley Memorial Hospital ......42.6 31.1 30.9 25.7 21.6 
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Average 1929 1928 1927 1926 1925 
Mercy Hospital 21.73 
Cook County Hospital ................ 20. 19.3 21.9 21.8 25. 
Alexian Brothers Hospital ........ 19.7 19.2 71 

40.32 MICHIGAN 
University Hospital —..................54. 45. 39. 42. 40. 
Henry Ford Hospital ................51. 50. 45. 40. 30. 
Receiving Hospital -—..................42. 45. 42. 
Herman Kiefer Hospital ............14.3 15.1 16.8 


38.847 NEW YORK 
Mount Sinai Hospital -..............79.5 77. 71. 55. 
Strong Memorial Hospital ........71. 73. 77. 


New York Hospital -..................66.1 66.5 58.5 48.4 431 
Montefiore Hospital ..................62.8 52.8 38. 31. 17.5 
Rochester General Hospital........ = 7 54.8 52.5 
Syracuse University Hospital .. 40. 44. 8. 
Buffalo City Hospital until 41. 42. 41. 35. 
Lenox Hill Hospital x 32. 21. 20. 21 
Albany Hospital .......................... 6 45. 56. 33. 
Presbyterian Hospital -............... 40.7 38.5 39.2 42.3 39.1 
City Hospital 40. 34.3 42. 30. 314 
Homeopathic Col. Flower Hosp.. = : 17.5 16. 11.6 16.6 
St. Luke’s Hospital —.................. 32. 31.6 27.7 34.7 
New York Polyclinic Hospital... 33. r 17.5 13. o. 14.5 
Brooklyn Hospital ........................ 
Bellevue Hospital ...................... m1 19.7 20.1 15.6 17.4 
New York Post-Grad. Hosp.....21. 24.7 21. 23.7 25.6 
Coney Island Hospital ................ 14. 12.4 11.8 10.2 8. 
Manhattan State Hospital..........13.4 14. 15.2 13.5 19.1 
St. Vincent’s Hospital .................. 11. 10. 5. 8. A 
Cumberland Hospital .................. 10. 8.2 0.9 3. 4. 
37. CONNECTICUT 
New Haven Hospital ................ 48. 51. 47. 41. 29. 
Hartford Hospital ........................ 26. 26. 26. 18. 10. 


36.28 WISCONSIN 
Wisconsin General Hospital...... 6. 68. 78. 83. 81. 


Mount Sinai Hospital ................ ny 55. 35. 

Evangelical Deaconess Hosp...21.2 7. = 10.7 6.6 
Milwaukee Hospital .................... 20. 13. 8.9 9.3 6.5 
Madison General Hospital........ 19.2 12.5 8. 4 15. 

30.44 PENNSYLVANIA 

Hospital Univ. of Pa................. 55.5 59.7 45.1 55.4 52.2 
Jefferson Hospital ........................ 53.4 49.6 61.7 42.3 39.3 
Jewish Hospital ............................ 50. 33.6 17.2 7.3 5.4 
Pennsylvania Hospital ................ ~ 43. 45. 41. 50. 
Lankenau Hospital ...................... 38. 41. 40. 40. 


Philadelphia General Hospital. 4038 41.75 47.33 39.5 38.01 
Graduate Hosp. Univ. of Pa.....40. 14. 14. 18. 17. 
Germantown Disp. & Hosp.......34.6 30.3 34.5 29.1 374 


Presbyterian Hospital ................ 33.5 33.6 30. 31.5 32.5 
Hahnemann Hosp. of Phil’la.. = 18.5 21. 20. 16. 
Allegheny General Hospital... 23.5 24. 20.2 14.8 
Montefiore Hospital .................... re 24.2 13.2 10.1 9. 
Misericordia Hospital ................ 19.7 12.6 15.9 12.3 13.7 
19. 12.2 20.3 22. 20.8 
South Side Hosp. of Pittsburgh. = 16.6 13.3 10.9 9.2 
Methodist Episcopal Hospital... 15. 14. 16. 12. 


Memorial Hospital ...................... 105 11.5 12.5 9. 11, 


2 
4 


1929 
Average 1929 1928 1927 1926 1925 
Elizabeth Steel Magee Hospital.. 5.9 16. 7. 4.6 11. 
Women’s Homeopathic Hosp..... 3.2 2.3 2.8 3.8 2.8 
29.585 CALIFORNIA 
San Diego Co. General Hosp.....52. 45. 38. 36. 36. 
Los Angeles Co. General Hosp...44. 38. 41. 43. 
St. Joseph’s Hospital -.................44. 39. 37. 
Saint Francis Hospital ............ 7.9 8.1 8.4 
Patton State Hospital .............. .215 0049 .0322 .0334 
28.5 TEXAS 
John Sealy Hospital ................... 38. 37. 46. 38. 37. 
St. Paul’s Hospital ... ee 20. 23 
26.18 OHIO 
Good Samaritan Hospital............ 72. 60. 48. 23. 19. 
Cincinnati General Hospital....46.5 42.23 38.23 34. 32.6 
City Hospital 40.56 46.05 44.91 44.06 46.6 
Lakeside Hospital .......................- 37. 44. 34.5 36. 50.34 
Starling-Loving Univ. Hosp.....29.2 82. 36. 
Mt. Carmel Hospital ................ 28. 14.5 13.5 11.5 7.5 
Mt. Sinai Hosp. of Cleveland....20.9 20.6 23.7 34.6 20. 
Se. Luke’s Heepital ................... 20.3 22.9 20.1 21.9 19.1 
St. John’s Hosp. of Cleveland....16. 17. 11. 9. 7. 
i... fe 11. 21. 24. 38. 33. 
Columbus State Hospital ............ 10. 10. 7.5 4.1 10. 
St. Mary’s Hospital .................... 7.5 Ss. 4. 3. 4. 
Longview Hospital ...................... 1.5 $. 3. 
26.03 MARYLAND 
University Hospital .................... 31.2 24. 29.3 20.1 
Union Memorial Hospital ........ 23.9 18.8 10. 
Baltimore City Hospitals ............ 22. 28.8 29. 26.8 23.5 
22.7 INDIANA 
Methodist Episcopal Hospital....25. 13. 10. 13. 6. 
Indianapolis City Hospital ........ 204 21. 204 25.6 19.4 
20.026 TENNESSEE 
Memphis General Hospital ........ 26.8 21.7 14. 24. 21. 
Hubbard Hospital ........................ 25.58 26.41 20.56 38.34 28.78 
Baptist Memorial Hospital ........ 7.7 7.6 5.2 4.8 02 
1245 ALABAMA 
Hillman Hospital ........................ 12.9 19.7 13. 12.8 18. 
Bryce Hospital 12 7. 8. 12. 14. 
Table 3. The System Employed in Obtaining Autopsies. 
Permission secured by resident staff 36% 
Permission secured by interns 35% 
Permission secured by attending physician 14% 
Not answered 5% 
In addition to other measures 10% 
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Going to homes of families or friends, personal interviews........24% 

Graphic plotting of percentage; publication of percentage of 
postmortems monthly 

Educational work; explaining value to physician and rer 
keeping faith with relatives 


Cooperation of undertakers as regards restoration of body........ 4% 
Permission obtained before death 3% 
Permission secured by admitting officer 1% 


Interest and approval of board of trust 1% 


| 
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Cases without autopsy bulletined 1% 
Embalm body free of cost after autopsy 1% 
Bonus to intern for highest percentage, yearly 1% 


This table indicates that in 71 per cent of the hospitals listed in this 
report the resident staff or interns obtain permission, and that in 14 
per cent the attending physician obtains permission. The additional 
measures listed in this table indicate the great importance which some 
hospitals attach to autopsies. 


‘i Table 4. Chief Objections Encountered in Obtaining Permission to 
Perform Autopsies 


Number 
39 Undertakers 
39 Religious Beliefs 
31 Fear of Mutilation of Body 
Sentiment 


12 Lack of Tact in Approaching Relatives 
5 Lack of Interest by Clinical Division 
5 Lack of Interest on part of Resident Staff 
1 Dissatisfaction with Hospital and Physician’s Treatment 
1 — Bodies which have been turned over to an Anatomical 
ar 
5 Not Answered 


Table 4 shows the chief objections encountered in obtaining permis- 
sion to perform autopsies. It will be noted that noncooperative under- 
takers were given as one of the chief reasons by 39 hospitals. Five hos- 
pitals reported lack of interest by the clinical division as an important 
reason, and 5 reported lack of interest on the part of the resident staff 
as their reason for failing to obtain more autopsies. 


Table 5. Suggestions Made for Overcoming Objections to Perform 
Postmortem Examinations 


Number 
Education of the public 28 
Better cooperation of undertakers 19 
Education of physicians 17 
Altering state laws 11 


Develop physicians on resident staff who will obtain autopsies.... 9 

Necessity for full-time pathologist 

Detail one officer for this duty and hold him responsibl 

Participation of visiting staff 

Cooperation between physician and pathologist 

Post results by services 

Check up death and find out who was responsible and why 
an autopsy was not obtained 

Require permits signed on admission 1 

Employ embalmer to counteract antagonism of undertakers............ 1 


Table 5 shows suggestions for improving the death autopsy ratio. 
Twenty-eight hospitals considered education of the public the most 
important factor. The next most frequent suggestion was better co- 
operation of undertakers. Seventeen hospitals felt that education of 
physicians was the most important step in improving this showing. 
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It is an excellent indication that 84 per cent of hospitals reported 
that autopsies are performed by the pathologist or some member of the 
pathological staff. Eight per cent reported that postmortems are per- 


Table 6. By Whom Postmortem Is Performed 


Pathologist 84% 
Interns 8% 
Directors of laboratory 6% 
Staff physician 2% 


formed by interns. This procedure is not regarded as desirable either 
from the standpoint of the intern or of the visiting staff. 


Table 7. Attendance of Visiting Staff at Postmortems 


Number 
Ves $1 
No 2 
No visiting staff 18 
Occasionally 13 
Usually 


Irregularly 
The importance of having the clinician who attended the sacle 


present at the postmortem examination should be stressed. Much of the 
value of the autopsy is lost if only the pathological staff attend, and for 
the purpose of teaching students it is highly essential that the pathologist 
and internist collaborate and correlate history and physical examinations 
with postmortem findings. 


Table 8. Incidence of Clinical-Pathological Conferences 


Answer Number of Replies 
Yes 109 
No 13 
Irregularly 8g 
Weekly 27 
Bimonthly 1 
Monthly 12 
Every three months 1 
Once or twice a year 1 


This table shows the incidence of clinical-pathological conferences 
and also indicates their frequency. 

Many institutions regard this as the most important factor in main- 
taining a high morale among their staff members, and the frequency 
with which these conferences are held is a good index of the progressive 
spirit of the institution. 

Table 9. Student Attendance at Postmortems 


Required 68% 
Not required 22% 
No students 10% 


Sixty-eight per cent required students to be present, and 22 per cent 
did not make this a requirement. 


ant 


206 


Some schools have various systems for broadcasting the hour of 
the postmortem and rely on the enthusiasm of the student for attend- 
ance. Others have definite sections which attend at specified times. 

It would seem a wise procedure to require that students who have 
served as clinical clerks attend postmortems on these cases. 


Table 10. Manner in Which Postmortems Are Utilized for Instruction 
Number 


22 Utilized for demonstration and instruction. 

Students in sections. 

Gross tissues examined by students and presented at a pathological 
conference. 

Students on ward service attend autopsies on patients they study. 

Pathology classes attend. 

Certain periods of the school year set aside for student instruction 
in gross pathology, utilizing facilities for postmortem examina- 
tion. 

2 Students serving as clinical clerks attend autopsies and material 

is demonstrated in fresh condition to classes in gross pathology. 

2 Clinical history presented and correlation between clinical and 
pathological findings established. 

Students in elective courses. 

Utilized by pathology department as fresh material and museum 
material. 

1 Required course. 

1 Witnessed by student externs. 

1 

1 


Aon 


Entirely utilized for graduate staff. 
Resident of each service required to be present when a post is to 
be performed from that service. 
1 Organs are kept and used as demonstration in connection with 
surgical and postmortem pathology. 


1 Gross and microscopical teaching Soph 
Bacteriological studies Freshmen 
Gross and case history Juniors 
Clinical pathological conference Seniors 


Table 11. Some Methods of Instruction Employed in Various Hospitals 
MonTREAL GENERAL HospITAL 


Each student attending this hospital during his medical trimester 
must be present at, and assist at, at least six autopsies. 

Students of the pre-final year attend a medical pathological con- 
ference of one hour a week, and also a surgical pathological confer- 
ence of one hour a week. 

Students of the final year attend a medical pathological confer- 
ence for one hour per week. 

Fresh material is used at all of these conferences. 

Bituincs Hosprrat (University of Chicago) 


All students are invited to be present at the necropsies (except in 
the case of some specially private or coroner’s necropsies.) A special 
class in advanced pathology (limited to fifteen) take turns in writing 
up the necropsies from the dictation of the pathologist, and cutting 
sections which are later studied by the whole class under the head of 
the department who conducts this class. 

Goop SAMARITAN Hospirat (Cincinnati) 


Reference to card which is made out by the interns following u 
the autopsy as it is performed. This is then checked up by the pa 
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ogist, and filed with interns’ report of work in the Record Department. 
Each intern must have fifteen cards to his credit for year’s work. 


CINCINNATI GENERAL HospITAL 


Every undergraduate must assist in ten necropsies, writing a com- 
plete description including microscopics. Students are also required to 
attend clinical pathological conferences. 

UNIVERSITY OF MINNESOTA 

Every fraternity house along the campus, all the stations of the 
hospital, and the main stations of the medical school are called when- 
ever an autopsy is to be done. In this way, we get about fifty students 
at each autopsy. We start calling them from the day they enter med- 
ical school. Freshmen and Sophomores are just as welcome as Juniors 
and Seniors. There is one man who in his sophomore year has seen 
more than 150 autopsies, and has learned a great deal from them, not 
only about pathology but also-about the studies he is pursuing in the 
preclinical years. 

Toronto GENERAL HospiraL 

Students must attend at least twelve autopsies. The autopsies are 
demonstrated and explained in conjunction with history and physical 
findings. Each student must take the descriptive dictation on three 
autopsies. Each student must write a thesis during his final year, 
upon any one condition demonstrated at a postmortem and studied 
previously in the ward. Postmortem material is utilized and discussed 
during the academic year, during laboratory classes and special 
lectures. 

Universiry oF Kansas Hospirat 

Two third-year students assist in each postmortem and write up 

complete protocols under supervision of instructors. 
GzorGETOWN Universiry HospiraL 

Students are present at practically every examination during the 
school year. Each student must write up thirty postmortems during 
the second year. During the fourth year the student is required to 

attend examinations on all patients he has studied. Interns not im- 
mediately occupied are required to be present. 
Georce WAsHINGTON University HosprraL 

Students are required to attend postmortem examinations in de- 
signed groups and occasionally the entire class is directed to attend. 
The chart accompanies the body to the postmortem room and the com- 
plete clinical history, including laboratory data and clinical diagnosis 
are presented by a member of the attending staff or in his absence by 
the resident physician or intern in charge of the case. After this has 
been presented to the students an autopsy is performed and complete 
description of relationship of organs and pathological findings is de- 
scribed and stenographically recorded. 

Universiry oF Iowa 

Autopsies are attended by small groups of five or six second-year 
students. These students will put on autopsy gloves and act as junior 
assistants during the postmortem. They will write a protocol and 
study the microscopic slides after they have been prepared in the de- 
partment. Certain organs and tissues will be saved fresh from each 
autopsy and all such material will be reviewed weekly by all the sec- 
ond year students in small groups. 


One cannot help but be impressed by the deep interest shown in the 
autopsy situation as indicated by replies from these various institutions. 
The importance of the autopsy in teaching has been almost universally 
stressed. 
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Conclusions 


Following a careful study of the assembled data, and from observa- 
tions in several teaching hospitals, I believe the following conclusions 
are justified : 

1. A definite system for obtaining permission to perform autopsies 
should be established, and this important duty detailed to some indi- 
vidual or group who will be held responsible for the autopsy showing 
of the institution. 

2. Adequate facilities should be supplied for carrying on efficiently 
this type of teaching. A large, well lighted, well ventilated room with 
as definite and orderly an arrangement as the operating room itself is 
highly desirable. 

3. The autopsy should be performed by a competent pathologist, 
preferably a member of the pathological staff of the hospital. 

4. The clinician in charge of the case should be present at the 
autopsy and take part in the discussion. 

5. The clinical history and the physical findings should be set forth 
in detail. 

6. There should be an attitude of cooperation between the patholo- 
gist and the internist. The pathologist should discuss his dissections 
and explain his findings. The pathologist who performs his work with 
the idea of exposing the work of the internist defeats the object of the 
conference. 

7. Students should be in attendance at all autopsies and the student 
should be asked to autopsy work early in his medical career, certainly 
while he is still in the preclinical stage of his training. As it is difficult 
to fix definite hours for autopsies on the curriculum, it is felt that stu- 
dents might reasonably be excused from other classes in order to attend 


autopsies, particularly on cases they have observed in the wards and on 
whom they have done clinical clerkship work. 
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The Isolation Problem in the Teaching of Pathology* 


H. E. Rosertson, M. D. 
Section on Pathologic Anatomy, The Mayo Clinic 
Rochester, Minnesota 


The teaching of medicine and the practice of medicine are often so 
far apart that the real problems of medical education would seem to be 
concerned chiefly with bringing these two together. This is true of all 
the subjects in the medical school curriculum, although in the clinical 
branches the divergence has never been very marked and hospital intern- 
ships and fellowships have operated in such a satisfactory manner that 
the “gap” is apparently fairly well closed. It is in the preclinical groups, 
the so-called laboratory sciences, that the rift has become so outstanding 
that many of the older and less thoughtful students of modern medical 
instruction have been led to decry the present day emphasis on “scien- 
tific” medicine and openly to advocate reducing the hours and content 
of the preclinical subjects. “Too much theory,” “too little ‘practical’ 
instruction,” “too many high brow doctors,” “undue emphasis on the 
scientific phases of medicine,” are expressions which are often voiced by 
serious minded doctors and are clear evidence of the dissatisfaction which 
reigns regarding our efforts to make practitioners of medicine by the 
“course” system of teaching with all its accompanying good and bad 
results. 

The general problem has concerned us very frequently of late and 
might well continue to concern us until some rational solution is pre- 
sented. However, as a practitioner and teacher of my own special field, 
pathology, it is both wise and logical to limit my discussion of the gen- 
eral question to this one branch. I do this for two sufficient reasons. 
Not only is it a specialty with which I am most familiar, but it is that 
part of medical education and practice which among all the laboratory 
subjects seems to be the most closely allied to the correct diagnosis and 
treatment of disease. I emphasize the word “seems” advisedly. The 
sciences of anatomy, physiology, bacteriology, chemistry, and pharma- 
cology have claims to distinction as to their importance which make real 
comparison truly odious and I do not wish to consider pathology to the 
disparagement of its sister sciences. I am only emphasizing the com- 
monly accepted view of the close relation of pathology to practical medi- 
cine because thereby any attempt to bring them closer together in our 


*Read at the Forty-first Annual Meeting of the Association of American Medical Colleges, 
held in Denver, Colorado, October 14-16, 1930. 
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educational machines would appear to be an easier and more readily 
appreciated task. 

At the outset of this discussion, I wish to call attention to the fact 
that the isolation of pathology as well as most of the other “courses” of 
the freshman and sophomore years is not the fault of their own inclina- 
tion or making. Their earliest inauguration was marked by a sentence 
of close confinement at hard labor and it was the accepted custom sub- 
stantially to separate by bricks and mortar as well as open spaces the 
lowly laboratories from the places where the more important and suc- 
cessful practitioners of the art of medicine paced the wards or harangued 
the students. One of the occupants of an Oklahoma penitentiary wrote 
a friend asking for “the address of that guy who said ‘stone walls do not 
a prison make’.” The fact that the laboratory branches were early liter- 
ally and figuratively confined to their special prisons was not indeed the 
“fault” of themselves or anyone else. It was rather the poorly planned 
attempt to improve on the admittedly superficial and inadequate appren- 
ticeship system and the ill advised but forced adoption of a system of 
medical instruction based largely on our tremendously illogical but ap- 
parently highly successful system of common school and academic educa- 
tion. : 

And in spite of its inadequacies the scheme has borne wonderful re- 
sults. Indeed, perhaps no other method of development, in the same 
length of time, would have been able to point with so much pride to its 
accomplishments. For from humble beginnings these isolated groups 
have magnified and justified their work, until the sacred curriculum 
threatened to become top heavy (or bottom heavy) and the present day 
evils of isolated instruction began to demand consideration. 

Pathologists were earliest and most insistently granted various 
measures of reprieve and partial remissions of sentence. They were ad- 
mitted to the morgues of the hospitals and then to the surgical-patho- 
logical and the clinical laboratories, and finally the clinical-pathological 
conference was hailed as the solution of the isolation problem, which 
long ago was recognized as a problem by both the clinician and the 
pathologist. 

But the medical student cannot be served entirely by these devices 
and the horizon of his treadmill is still rather sharply circumscribed 
while he plods wearily around the circle of the course in pathologic 
anatomy. Once that circle is completed, that is, curricular requirements 
satisfied, he heaves a deep sigh of relief and not until, often, many years 


later does he realize what a travesty was represented by that word 
“completed.” 
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Proposed Solutions 

Two solutions have been proposed: One that the teaching patholo- 
gist should be a clinically trained man or at least “clinically minded,” 
whatever that may mean. The second is that clinical teachers should be 
well trained in pathology, that is, “pathologically minded.” Both ideas 
are sound in theory and practice, but where are the opportunities for the 
pathologist to apply his clinical concepts, warped as they must be by his 
close application to the anatomy of disease, and where can the clinician 
receive his proper training in pathology, when the lack of that proper 
training is the present defect in our educational system? Graduate work 
for the pathologist in clinical fields and for the clinician in pathology 
will, of course, repair this defect, but that hardly remedies the present 
isolated position of the medical student as well as of his teacher during 
their prison terms of six months at hard labor in pathology. 


Pathologists in Special Fields 

The development of hybrid specialists should be encouraged. The 
neuropathologist is perforce a liaison officer. His work constitutes an al- 
most perfect union between the clinical and laboratory phases of neu- 
rology. Likewise, when they can be found, the dermatologic pathologist, 
the surgical pathologist, and so forth, occupy valuable strategic positions 
in the struggle by the various specialties against sequestration. But in 
the teaching of medical students they are hampered by not “belonging”. 
Shunted to elective courses and regarded at their best as a luxury and at 
their worst, as a kind of intellectual “sport,” they find themselves not 
fish, flesh or fowl. They dislocate schedules, hours and other tin gods 
which are worshiped by our idolatrous faculties. 


In my more radical moments, and they are becoming increasingly 
frequent, I am tempted to suggest that we kick the daylight out of the 
whole curriculum, that we scrap the entire “course” system, and build 
on a more rational foundation our machinery for turning out a doctor, 
or better yet that we avoid machinery building in the medical school as 
we would the plague. For the present illogical, cumbersomely complex 
“course” system, there might be substituted the study of the living ani- 
mal, man, in health or in sickness, for better or for worse and “when 
death does him part,” still continue the study. 


The Apprentice Plan 
Like all iconoclasts, when pressed for details, I am “long” on sug- 


gestions for destruction, but rather vague on constructive ideas. Just 
how, after the wreck, order might be brought out of chaos and improve- 
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ment on the present system accomplished I am not quite certain. One 
fact seems fairly well established, however, and that is that such a wreck- 
age would presage a return to the old-fashioned apprenticeship plan and 
that this plan is probably the most sound fundamental and logical prin- 
ciple of pedagogy. 

A compromise has been suggested by the previous speaker and 
humerous attempts have been made in recent years to carry out these 
ideas. For after all the “case system” is the natural method by which 
knowledge is most readily acquired and retained. It would not be too 
difficult to bring before the preclinical students patients of all sorts, in- 
cluding themselves, and discuss their derangements formally or inform- 
ally. A still more valuable result would ensue, if from time to time our 
clinical peers should come over from the House of Lords and sit on 
our benches and assume a share of this discussion. The clinical-patho- 
logical conference is a partial fulfillment of this suggestion, but why 
emphasize so completely, that in order to study man before the third 
year in the medical school, he must first be dead. No wonder the over- 
lords of the medical world, our good friends, the surgeons, rather 
slightingly refer to “dead house pathology.” 


Liaison Between Pathologist and Clinician 

When we once can bring the living patient across the dead line be- 
tween the third and second years, and with this patient as a bait we can 
invite his doctor into our parlor, the evolution of a saner educational 
policy will be well under way. The next step is for the pathologist to 
follow the doctor and his patient over into the clinical years. He will 
feel awkward at first and may not know who should precede whom in 
passing through a door or just which fork to use first, but he usually 
knows the location of a mine of rich educational worth and is willing 
to spend his talents freely for the benefit of his hosts. Herein lies the 
key to the solution of some important medical school problems. When 
we reach that state of development where the pathologist can feel per- 
fectly at ease with senior medical students and the surgeon can find the 
time and inclination to visit the “other half,” artificial boundary lines 
will begin to disappear. Laboratory and clinical teachers alike should 
belong to every year in the medical school, to every student and to each 
other. Group teaching with the human animal as the center will be the 
organized counterpart of group practice with the patient as the center. 
The student must then perforce study the practice of medicine in close 
union with its science and by following his masters from patient to pa- 
tient he becomes the graduate apprentice, the best sort of journeyman 
physician. 
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Discussion on Papers of Drs. Robertson and Bloedorn 

Dr. H. G. Weiskotren (Syracuse University): I wish Dr. O. H. Perry 
Pepper had been here this morning and could have presented again his paper 
on correlation clinics that he presented before this Association several years 
ago. At that time he pointed out clearly the advantages, difficulties and dan- 
gers in connection with the development of these clinics. 

I am in favor of them. I feel that they should be developed rather cau- 
tiously. As a teacher of pathology, I am not willing to admit that conditions 
are quite as bad as Dr. Robertson suggests, and I do feel that our main func- 
tion in the second year is to give the men their training in the fundamental 
principles of pathology. That is the main job before us, and I think we can 
do that to a very large extent with animal experimentation, laboratory work 
and discussions. 

There is a place for the correlation clinics, but unless there is a clinical 
man properly trained to give them, they are better given by the man teaching 
a preclinical subject. 

Dr. Louis B. Witson (Mayo Foundation): One of the reasons given by 
physicians for their lack of interest in postmortems is that frequently the 
pathologist is either not competent to interpret his findings or he is not in- 
terested in interpreting them from the clinical standpoint. 

A survey of the opportunities available in the United States for the gradu- 
ate training of pathologists shows that there is abundant material, but there 
are not enough opportunities available which will enable a graduate physician 
to live for a year or two, just barely exist, and carry on his studies. There is 
a very large demand for this sort of opportunity. I am sure if there were in 
the places where there are medical colleges and good material just a little en- 
couragement to men to go into the completion of their life’s work as patholo- 
gists, we would have a considerable larger number going into it. Today, the 
pathologist who has just completed graduate training of two or three years 
receives the largest financial reward of any man with similar training in any 
field of medicine. 

I may say, apropos of the figures given by Dr. Bloedorn of the Mayo 
Clinic, that in 1905, the first year that a full-time pathologist was engaged at 
the Mayo Clinic, the bodies of 74 per cent of all patients dying were examined 
postmortem and we have never fallen as low as that in any year since. Our 
highest percentage in any year was 94.8. 

Dr. J. C. Simpson (McGill University): There is just one point I should 
like to emphasize in relation to the last paper, particularly because one of our 
hospitals stood at the head of the list. I am sorry that the figures for other 
hospitals were not given. They are lower than ours. 

The point I wanted to make was this: I think the percentage of autopsies 
that are performed in those hospitals is not due to any particular method at 
all, but is due to a tradition started by Osler in 1874 and carried on by 
Osler’s pupils, and finally in the Montreal General Hospital a tradition which 
makes it practically obligatory for the clinician to interest himself in patho- 
logical findings. 

First, there is a surgical conference between surgeons and pathologists, a 
medical-pathological conference, and then there is the general conference to 
which not only the hospital staff are invited but to which outsiders, members 
of the teaching staff of other departments, must go. At all of these the senior 
clinicians, as well as the pathologists, take part in the discussions. 
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The correlation between pathology and clinical medicine and surgery is 
carried on throughout all our clinic years, and pathology is actually taught to 
the end of our fifth year, and pathology is a part of the clinical examination. 
Pathologists are invited to take part in the examinations in medicine, surgery 
and obstetrics. 

Dr. Davw J. Davis (University of Illinois): The American Medical Asso- 
ciation, through its Council on Medical Education and Hospitals, is requiring a 
certain percentage of autopsies in the hospitals which it is recognizing for 
teaching purposes, and in view of the data presented here it seems to me that 
this Association might support them in some concrete fashion. 

It has been said that 25 per cent of autopsies is a reasonable requirement 
of a hospital. It seems to me that we have data now from a sufficient number 
and variety of hospitals to indicate very clearly that if a reasonable effort 
were made there could be easily obtained 50 per cent, or more. 

In connection with Dr. Robertson’s paper, it seems to me he did not stress 
adequately the importance of the personality and the diplomacy both of attend- 
ing men in hospitals and the pathologists in this matter of cooperation to obtain 
autopsies. Too often, perhaps, the clinician regards the pathologist as an 
assistant or technician. The old view still persists on the part of the clinician 
that the patient was his before death and continues to be his after death. On 
the other hand, too often the pathologist is altogether too independent and 
fails to cooperate as he might with the clinician. The reason why the percent- 
age of autopsies is not higher in some institutions than it is, I believe, may 
be thus explained. I merely wish to emphasize the importance of cooperation 
and mutual understanding in this matter between the clinician and the 
pathologist. 

Dr. A. C. BacHMererR (University of Cincinnati): I am very sorry Dr. 
Bloedorn did not bring out one other fact with reference to these percentages, 
that is the number of autopsies these percentages represent. 

Some of these larger percentages represent a small amount of autopsy ma- 
terial, while some of the smaller percentages in the tables represent very large 
amounts of material. I know this is true for our institution. We are about 
in the middle group, about 45 per cent. I know that with very little effort 
that percentage can be raised to 70; it has been done, just as a matter of dem- 
onstration. To do so, however, swamps the pathological laboratory and means 
that autopsies are either not being completely done (through bacteriologic and 
microscopic analysis), or that they are not being used to the best advantage in 
teaching. We find that if we keep our average at about two autopsies a day 
we have ample material for clinical-pathological conferences, for seminar meet- 
ings in the various departments and can with the personnel available do the 
work properly. 

I do not think that it is the percentage we are interested in entirely, but 
that it is the actual amount of clinical and pathological material that is avail- 
able for teaching and for conference purposes that ought to be our guiding 
factor. 

Recently we have heard much concerning “hospital costs” and that hos- 
pital charges are becoming prohibitive for many people, particularly those of 
modest means. Pathological service is one of the factors in the cost of hospital 
service, and unless it can be shown that such service is really of benefit to the 
patient, the question of its cost, and consequent inclusion in the charges made 
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the patient for service, may rightfully be raised. If the autopsy service is not 
a thorough one with complete follow up by clinician and pathologist in con- 
ference its value is very questionable so far as that particular clinician is con- 
cerned. 

Dr. Joun WrcxorF (New York University): I would like to make this 
point: the percentage shown for Bellevue Hospital was, I think, 18 or 20 per 
cent. This represents a percentage of autopsies in the whole hospital and does 
not represent the percentage of autopsies in those parts of the hospital manned 
by an intern staff or in which teaching is done. 

Certain of the services at Bellevue Hospital are manned by civil service 
employees, these services being the psychiatric, alcoholic and prison services. 
On these services there is a large percentage of deaths and practically no 
autopsies, and this lowers the percentage of autopsies for the whole hospital. 
Actually, the percentage of autopsies on the medical and surgical services, in- 
cluding the medical and surgical specialties, is considerably over 20. I do not 
know exactly what it is, but on New York University (Third Division) it 
runs about 50 per cent. 

Dr. H. E. Ropertson (University of Minnesota): I have only one further 
word to add, and that is that one of the objections to a postmortem that is 
secretly present and never voiced—I have already called attention to it before 
this gathering—is the question that is in our minds as doctors of medicine as to 
what an autopsy is and represents, and that impression has a distinct relation 
to our own feelings about a postmortem. 

When we perform a postmortem as pathologists, I doubt very much 
whether we take into consideration that the dead lying on the table before us 
and these students might, but for the grace of God, be our own father, or our 
own mother. When we consider that our own selves, or some relative, might 
lie there and be subject to that postmortem which we have in mind as a dis- 
tinctly gruesome procedure, we recoil with a good deal of horror from it. 

We have doctors right on our own staff who recoil tremendously from the 
spectacle of a postmortem, and the particular people whom we dread to ap- 
proach for permission for a postmortem are the people who are accompanied 
by their own doctors. Why? Because their home doctor knows what a post- 
mortem is from his experience as a medical student, and he does not want to 
have any such thing done on a personal friend of his. Doctors as a whole 
know too much about postmortems, the way they are done on poor Yorick in 
the city morgue, to want those things done to them or their friends and rela- 
tives. That is up to the pathologist distinctly, and it is a vital point. It is not 
voiced. We do not hear it talked about. We do not like to talk about it. I 
think it is an exceedingly important factor. 

Until the time comes that we can treat a postmortem with the same rev- 
erence and decency that we treat a surgical operation, when we can approach 
the relatives of the patients with the same confidence that the surgeon uses and 

when we can assure those relatives that that particular postmortem is going 
to be performed as we would want it performed on our own relatives, then 
we are going to have a clear, clean conscience about the postmortem situation. 

It is up to the pathologist and the clinician together to clean up the post- 
mortem room and make it a decent spectacle. I have repeatedly seen some 
clinicians come into the postmortem room with their hats on, cigars in their 
mouths, and a joke as the first introduction to the dead body before them. That 
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is simply an indication of the spirit of the old dissecting room in the medical 
school, That spirit is not in place in the postmortem room. 

Dr. W. A. BLoeporn (George Washington University): These question- 
naires were addressed to the superintendents of the hospitals. They were not 
sent to the deans or to the pathologists. We felt it would be better to send 
them to the superintendents. In some instances he referred them to the pathol- 
ogist and the pathologists sent us the answers. The records, presumably, were 
taken from the official records of the hospitals. 

Colorado General Hospital was included in this list, it being considered a 
teaching hospital. I grant you that all hospitals were not represented, one 
reason being that they did not all respond. We did receive 130 replies to 200 
questionnaires sent out. 

The question about the percentage of autopsies not representing the actual 
work done is well taken. However, all these 200 hospitals, with very few ex- 
ceptions, were teaching hospitals and fairly large hospitals averaging 200 
beds or more, some of them up to 1000. 

It is perfectly true that the school may obtain enough material for teaching 
purposes on two autopsies a day. The clinician, however, certainly would not 
be satisfied with that number particularly with his own cases. For his own 
satisfaction and for the satisfaction of the resident staff, an effort should be 
made to obtain a postmortem on every patient dying in the hospital. 


Study of Entrance Credentials of 1930 Freshmen 


Frep C. ZapFFE 
Secretary, Association of American Medical Colleges 


For the past three years, through the courtesy of the Council on 
Medical Education and Hospitals of the American Medical Association, 
it has been possible to review the individual biographical blanks prepared 
by every freshman student who enters a medical school in the United 
States and Canada. 

The particular information used was that detailing the names of the 
literary colleges in which premedical work was done and the nature and 
extent of this preparation. Hence, an analysis based on these data may 
be taken as being absolutely correct. 

The object of this study was to ascertain what the preparation of 
these students has been. Unfortunately it is not possible to make any 
comparison based on the number of matriculants and the total number 
of applicants. The study of applicants for admission to medical schools, 
made by Dr. B. D. Myers in 1926, 1927, 1928 and 1929, had to be 
discontinued for the time being for lack of funds. It will be remem- 
bered that the cost of these studies was met by the Commission on 
Medical Education, and, inasmuch as the Commission felt that its in- 
terest in the study had been satisfied, further grants were not warranted. 
However, the Association will include in its plans for assuming larger 


ig 
1 
+ 
=) 


217 


responsibilities in the field of medical education a resumption of this 
study, probably this year. 

A comparative review of the results of the three years findings of 
this particular study discloses that there has been a small, though steady, 
increase in the degree holding group of students—from 42 plus per cent 
in 1928 to 49 plus per cent in 1930. Likewise, the group coming with 
not more than two years of college work, or less than three years, or 90 
hours, has correspondingly become smaller. In 1928 the percentage of 
this group was about 23; in 1930 it was about 20. 


Now, it may be argued that these percentages represent the choice or 
selected group of students; that admission officers give preference to 
those candidates who come with more than 60 college hours of credit. 
If that were true, then why not take only those applicants who come 
with a degree? There are enough such to furnish the quota of freshmen. 

Evidently, then, there is some selection being made, and, in at least 
20 per cent of the cases, it must have been felt that the 60 hour men 
were acceptable. 

No school needs to fear that not enough students will apply to make 
use of its established facilities. Nearly twice the number accepted seek 
admission, and not all those accepted matriculate. Hence, there is not 
a dearth of prospective students. Every school, however, makes a selec- 
tion from among those who do apply. 

Only two schools have the bachelor degree requirement for admis- 
sion. Thirty-eight schools require only the 60 college hours. One school 
makes special mention of the fact that it will accept 60 hours in lieu of 
the normal degree requirement. 

What does all this mean? No doubt it may be assumed with per- 
fect surety that medical schools, as a whole, with very few exceptions, 
believe that quality of training rather than quantity or number of hours 
is to be accepted as the standard of measurement for admission, and that 
if the 60 hour man is regarded as being better prepared to enter on the 
study of medicine than the degree man, then he is the man to get the 
place. 

Word comes from the literary colleges who have premedical stu- 
dents that these men are not so anxious to get out of school with only 
60 hours; many of them want another year, or even two. Is that due 
to the fact that they feel that the chance of getting placed is greater 
than if only 60 hours were presented? 

Judging from the studies taken in college the answer to that query 
is probably “No.” Why? Because the studies taken fall into the so- 
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called cultural group rather than into the scientific group. It would be 
extremely interesting to correlate the educational status of those accepted 
by the medical schools with that of those who were rejected. The result 
might have bearing on whether or not preference is being shown to the 
student with more hours of credit over the student with fewer hours, 
or the 60 hour minimum. 

The 1930 freshman class is the largest on record over a period of 
many years; in fact, it is probably the largest on record—6,645 students. 
This figure does not include the 615 students registered in the freshman 
class of the nine Canadian schools, nor the freshmen registered in the 
so-called “non-approved,” or Class C schools. A conservative estimate 
of 200 freshmen in Class C schools would raise the total number of 
freshmen in medical schools in the Fall of 1930 to 7,500. 

On the basis of previous records with reference to how many matric- 
ulants come to graduation, it may be stated that in all probability 5,700 
of the whole number will graduate in 1934. The data accumulated by 
previous studies show that the mortality of every freshman class has 
been about 25 per cent. 

These figures would seem to controvert the oft made statement that 
there is impending a shortage of physicians. 

It is also of interest to note that nearly 13 per cent of medical 
freshmen in Canadian schools were born in the United States, and 
received their collegiate training there. But it has been found repeatedly 
by various searchers that about 25 per cent of the graduates of the 
Canadian schools seek to enter practice in the United States. 

McGill has the largest number of U. S. students, 54, or 48.7 per 
cent of the whole number, 111. Toronto, on the other hand, has only 
one U. S. student among its 184 freshmen, or 0.53 per cent. The prob- 
able reason for this is, no doubt, that Toronto is a provincial university, 
and, therefore, must draw its quota of students from the Province of 
Ottawa. McGill, on the other hand, is what may be termed an inter- 
national school, with a reputation of the highest type in the United 
States. Many eminent men in the medical profession have graduated 
from McGill and have served as a lodestone to prospective medical 
students coming after them. 

Manitoba, another provincial university, has no student from the 
United States this year. Its 67 freshmen are all Canadians, or, at least, 
are reported as such. Montreal and Laval, giving all instruction in 
French, naturally would not attract many students from outside of the 
Province of Quebec. Two students from the United States are regis- 
tered at Laval and one at Montreal. 
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Many interesting deductions can be drawn from this study, but 
proof as to their correctness is not at hand at the moment. It is hoped 
that the study which is now in its second year, reporting to the literary 
colleges on the performance in medical school of their premedical stu- 
dents, will furnish such proof, and will also go far in solving some 
hitherto rather knotty problems affecting the relation of premedical to 
medical studies. 


Chart 1. Detailed Analysis of Entrance Credentials 


Admis- DEGREES | 4 or More 
ion Years 3 2 
School Require-| A.B. | B.S. No Yrs. | Yrs. | Total 

ments Degree 
70 brs.| 25| 16 3 3 11 2| 60|3™M.A. 
60 * si 1 2 14] 12] 54/1M.A. 
Med. Evang........ “a ° 19 1 12 26 | 44/ 106 | 2M.A. 1 ThB. 1B.RE. 
California.......... 3yrs. | 18] 9 1 6 741) 1M.A. 
Georgetown........ 90 * 19} 63] 8 4 24| 56 174| 8 Ph. D. 
Geo. Washington....| 60 50| 9] 88/1M.A. 2MS. 1 Ph.D. 
60 30 1 6 7 3} 61| 1 BLL. 
60 * 9| 2] 3 4 23| 11] 74] 2PhB. 1 BS. in EE. 
60 * 6| 2 1 4 13| 14] 40/1MS8. 

Gileage end Rush { Degree | 43] 19] 67 | 4A.M. 1 Ph.B. 
60hbrs.| 9] 35] 3 4 29 | 77 | 157 | 3 Ph.B. 
Northwestern....... 85 40) 4 11 55 1| 162} 1 BEd. 1 M.S. 2 M.A. 
Indiana............ 60 * 22) 1 1 1 33 | 66 | 1 M.E. 
60 * 2] 2 6 23{ 18] 8|/2AM 
60 * 14} 20] 3 3 46) 182) 1AM. 1MS. 1 BLL. 
Maryland.......... 60 hrs. | 30| 37 1 7 26 | 24] 125 | 1 Ph.B. 
Re 90 * 21] 22 1 1 ae 67 | 1 Ph.B. 
Degree 

Harvard......... or 8] 40; 4 3 | ee 139 | 1 A.M. 3 Ph.B. 

60 hrs. 
Tufte...... @ 46 | 42] 11 2 28] 139 | 1 9 Ph.B.; 1 Ph.D. 
..| 90 * 14] 2 89 | 1 Ph.D.; 1 MS. 
Michigan........... 90 * | 65] 12 1 6 85 144) 1M.A 
Minnesota.......... 60 * 18 “4 
Mississippi... ....... 60 * 1 
60 * 34] 30] 6 9 46 | 36 | 161 1M.S.; 5 Ph. B. 
Washington........ 120 * 40,| 18 4 6 Okan 105 | 3 M.A.; 1 Ph.B. 
Creighton. ......... 60 * 10] 20]..... 3 
65 * 16} 11 2 5 34 | 35] 108 | 1 Ph.D; 1 M38. 
Columbia... ....... 72 pte. | 24 5 6 116 | 4 Ph.B.; 1 MF 
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Admis- DEGREES 4 or More 
ion Years 3 2 
School Require-| A.B. | B.8. No Yrs. | Yrs. | Total 
ments Degree 
Bach. 
Degree| 23 4}... 30 
Cornell, Ithacs, N.Y.) or | 23| 8| 4/|.......... | 2 
equiva- 
lent 
Long Island........| 72 bre. | 31 56 3 5 22 4] 121 | 1 Ph. B.; 1 ME; 1MA, 
N. ¥. Homeo.......| 60 * | 16] 52]..... 4 
N. ¥. Univ.........| 3 years | 30 | 65 1 2 127 | 1 M.A. 
Buffalo............-| 60 brs. ll 14 1 3 17 33 79 | 1 M.A, 
70 * 16 10 2 3 ll 10 | 52|1M438.;1 Ph.B. 
No. Carolina........| 60 * 11 5 1 22 
Wake Forest........ 2 3 4 
No. Dakota........| * 12 1 17 
35 13 4 3 30 9) 
Cincinnati..........) 60 * 24 5 3 4 24 | 90] 3 Ph.B. 
Oklahoma.......... 60 brs. 13 8 1 4 20; 25| 71|1M.A, 
21 15 2 2 25 1 66 | 1 M.8.; 1 Ph.B. 
Hahnemann........| 60 * ll 22 4 32} 155 | 1M.A.;3 PhB 
Jefferson...........| 00 * | 69 1 7 156 | 1 Ph. B. 
* 43 38 2 2 59 11 | 155 | 1A.M.;1M8. 
Pennsy! * 48) 1 2 26 1} 122;1MS8. 
Pitteburgh..........| 60 * 1 | os 
So. Carolina........|) 60 * 7 1 
Bo. Dakota.........] 60 * 6 3 1 2 11 6; 29/ i PhB. 
Tennessee..........| 90 * 5 3 3 2 20; 20; 53 | 2MS8.;1AM 
Vanderbilt..........| 3 years | 25 17 17 1 62 | 1M.A.;1M8 
Baylor.............| 60 brs. 10 12 
* 34 6 1 ll 27 | 21) 100] 1M.A. 
Uteah..............| 3 years | 10 6 1 1 18 36 1 M.A. 
Med. Coll. Va.......| * 16); 20 1 7 24 17 | 85 A.M. 
West Virginia.......| 64 * 14 9 2 4 29 26 | | 2 Ph.B. 
Marquette.......... 6; 19 3 8 15 | 27 | 78) 3 Ph.B. 
Wisconsin..........|@ * 20 5 4 ll 60 | 17 117 | 2 Ph.D.; 1 PhB; 1 MS 
1723} 1339) 141 296 1296 
Chart 2. Canadian Schools 
Alberta............ 3 born in Canada but attended school in U. 8...... 16 
40 
184 
67 
39 
87 
67 
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Chart 3 
in 75 approved medical schools 
Number with other 141 2.1 
Number with 4 years or more.................40- 296 4.45 
Chart 4. Entrance Requirements of Medical Schools 
Total State 
No. of University 
Requirement 
Degree or equivalent . 1 ss 
or 60 hours... 1 a: 
2 
5 2 
14 5 
3 1 
a 2 1 
2 1 
75 28—37 .33% of 75 Schools 


WILLIAM PEPPER 
in an address delivered before the Pan American Medical 
Congress at a meeting, held in 1877, said: 
The essential points in the mew scheme of education 
are: 
1. The establishment of a preparatory examination. 
2. The lengthening of the period of study to at least 
three full years. 
3. The careful grading of courses.. 
4. The introduction of ample laboratory and clinical 


instruction. 


5. The establishment of fixed salaries for teachers. 
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Correlation Between the College and the 
Medical School* 


Homer BLINcoE 
Professor of Gross Anatomy 
Emory University School of Medicine 

As a part of the symposium on “The Correlation of the Work of 
the College with the Work of the Professional Schools,” I have been 
asked to present the subject from the standpoint of the medical school. 
In the assignment I gained the impression that I was expected to indi- 
cate failures of correlation rather than to note instances of harmonious 
action ; i.e., to direct attention to deficiencies so that those concerned may 
be able to correct them. In that sense I offer brick bats rather than 
bouquets. 

The medical school has received help from the college and the help 
has been recognized. As a part of the elevation of medical training one, 
then two, and now, frequently, more years of training in the liberal arts 
college have been required, which, in itself, is admission of the value of 
college work. My own inclinations would urge me to enlarge upon the 
numerous examples of excellent correlation and cooperation, but I will 
follow the subject as assigned and endeavor to point out what I see to 
be defects. And while it is not called constructive criticism to only 
designate error and not show how to avoid it, it is obvious that the first 
part of the constructive process is to remove what encumbers the site of 
the prospective development. Accordingly, I offer my views as a mem- 
ber of the faculty of the medical school, the ideas for which views have 
been gained from various reports of the Commission on Medical Educa- 
tion, from publications of the Association of American Medical Col- 
leges, from direct questioning of medical students and from observations 
extending over a number of years. 

A medical school is known by its product—by the kind of doctors 
sent forth. Likewise, I judge the success of the college courses as taken 
by the students, upon the product received into the medical school from 
the college. At once let me admit that there may be fallacy in that, but 
these men come bearing records that say they have achieved certain 
things. 

I 


To begin with, it is said that these men who have had from two 
to five years liberal education “lack culture.” The director of the Mayo 


*Read before the Emory chapter of the American Association of 
University Professors, 28, 1930. 
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Foundation states’ that medical students who come to the Mayo Clinic 
for further study “are most uninteresting men. They lack culture. 
They know nothing of either art or literature. They know little of 
music and nothing of history or language.” The deans of several medi- 
cal schools complain that medical matriculates lack culture, or training 
in cultural subjects. The Commission on Medical Education affirms? 
that one of the outstanding criticisms of premedical education is the 
failure of the development in the student of broad cultural interests. 


One of the most cultured of the clinical professors of the school 
with which I am connected says* that medical interns do not read 
good books and do not know what they are; that their outside reading 
consists of perusal of the sport pages and cheap magazines. He makes 
damaging comparisons with British interns in London and Edinburgh, 
for example, where he found use-worn volumes on cultural subjects in 
their rooms. 

If these charges are true, the condition must be an indictment of 
the college. I have heard it stated by members of this college faculty 
and by administrative officers of other colleges that the liberal arts 
college is not a preparatory school for the professional schools. As 
recently as the last year or two I have heard the president of this uni- 
versity state that college officers and faculties are almost “in revolt” 
against that idea, arising partly from the fact that the professional 
schools require applicants to have studied, among others, some particu- 
lar subjects. 


The New York State Commissioner of Higher Professional Edu- 
cation reports* “considerable heat” among members of the Association 
of Colleges and Universities of that state at their last meeting “because 
of what they called dictation by the professional schools as to the course 
of study which they should conduct in their colleges.” But it has been 
urged with emphasis that the purpose of the college is to give liberal 
training in which culture is the keynote, that the aim is intrinsically 
cultural—the cultivation of culture. Obviously, if this is the purpose 
of the college and if the foregoing allegations are true, here is a defect. 


The medical schools themselves recognize the value of cultural 
courses. The administrative head of one of the universities which has 
a medical school insists® that “the principal end sought by the prescrip- 
tion of two years work was the broader and sounder general education 

1. L. B. Wilson, Proc. Assn. Am, M. ag p. 87, 1922. 

2. Third Report, Commission on Med +» p. 13, 1928. 

> S. R. Roberts, Medical Experiences Kbzoed, Fulton County M. Soc., April 7, 1927. 
5 


Jas. Sullivan, J. Assn. Am. M. Colls., 5, p. 142, 1930. 
S. P. Capen, Bull. Assn. Am. M. Colls., 1, p. 8 1926. 
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of the physician.” The president of another lists® cultural courses 
among those needed in premedical training and expresses as his belief 
that they “add more than almost anything else to the enrichment of 
personality.” A dean points out’ that a group of medical educators 
contend that the purely cultural subjects—classics, literature and lan- 
guage, should in no wise be sacrificed in the interests of scientific 
learning. 

Among the premedical courses specified by the medical schools in 
Georgia are some which are planned to connect directly with the medi- 
cal curriculum, but much of the work is upon cultural courses or the 
time is left open for electives, which are cultural. A neighboring 
medical school explicitly advises’ that premedical preparation should 
also include those studies which help “to understand how man has 
improved his physical, mental and ethical self and has learned to adapt 
his relationship to his fellow man,” i. e., cultural studies. Moreover, 
as a matter of fact, only a minority of students enter with the minimum 
of two years’ college work. 

Statistics of the American Medical Association show® that 70 per 
cent of medical graduates this year have baccalaureate degrees, indicat- 
ing in most cases three or more years of premedical work. 


The past year at Emory Medical School out of fifty-seven regis- 
tered in the freshman class, only eight entered with the minimum. 
Twenty-seven had three full years of college work, thirteen had four 
years and five had more than four years. With these forty-five men 
only twenty-eight semester hours of noncultural courses were “speci- 
fied” by the medical school out of a total of more than ninety semester 
hours. So, it can not be claimed that they lack culture because the 
medical school specifies that all premedical studies shall be scientific 
(noncultural). 

II 


That medical students are terribly poor in language is a widespread 
criticism. The dean of the medical school of the University of Minne- 
sota says, “Entering medical students are lamentably weak in language 
—even in English.” The dean of the Faculty of Medicine, McGill 
University, regrets'® that students enter the practice of medicine defi- 
cient in English language and composition. The third report of the 
Commission on Medical Education records** that “many medical stu- 
16, GE: Bull. Asem. Am. M. Colls., 1, p. 39, 1926, 

Oa. Chas. F. Martin, Bull, Assn 155, 156, 1927. 
in Univ. of Alabama, 30, 

Ball” Colls., 3, p. 156, 1928. 
0 F. Martin, Assn. 2 
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dents show considerable defect in English, which evidently is well 
taught in only a relatively few places.” Dean Hawkes of Columbia 
College agrees!! that some college graduates are very weak in Eng- 
lish—one may say almost illiterate.” Yet college credit in English is 
required by the medical school as part of premedical training, which is 
really not a requirement of the medical school since it is required of all 
matriculates by the college. 

Any one who conducts an oral or written examination in any medi- 
cal course is brought to a keen realization that a large proportion of 
students do not know how to use their mother tongue or that they do 
not practice its use. Not only is their written or spoken language not 
in accord with rhetoric, but even the commonplaces of grammar are 
not known or are ignored. In the written work, where it is most obvi- 
ous, very often they are given the benefit of any doubt as to whether 
the ambiguity is due to the medium of expression or (rather) to ignor- 
ance of the subject, but the fault is by no means confined to those who 
are weak in the subject matter of the course. In oral quizzes and con- 
ferences where additional questions can rule out lack of information 
the condition remains evident. This criticism has to do with elemen- 
tary usage of English, which would be classed under the head of equip- 
ment,® and has no reference to an understanding and an appreciation 
of English literature, which would be classed as cultural. 

Before passing on let it be said that besides being totally ignorant 
of when or whether to use a comma—which could be excused readily— 
many do not realize that a subject requires a verb to make a complete 
sentence or that sentences should begin with a capital letter and be closed 
with a period. One man holding a baccalaureate degree from another 
college has been graduated from this medical school who did not learn 
that the first personal pronoun “I” should be written with a capital 
letter! Ill 


In close relation with the criticism as to culture and language is the 
lamentable, I almost said execrable, weakness in the formation of words 
and, I want to add, their proper pronunciation. A word is the sign of 
an idea. Clear cut and definite ideas deserve words having these same 
qualities. Articulate speech is one of the most distinctive attributes of 
man when compared with other living forms. I need only to recall the 
confusion that arose at Babel to indicate the fundamental importance 
of the understanding and the use of words in a scheme of social exist- 
ence. An editor of a medical periodical writes,’* “It is extraordinary 
“6. ©. ©. Little, Bull, Am. M. Colls., 1, p. 39, 1926. 


11. H. E. Hawkes, J. Assn. Am. M. Colls., 5, p. 130, 1930. 
12. L. M. Blackford, J. Med. Assn. of Ga., 19, p. 85, 1930. 
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how careless some physicians are in spelling. Bad spelling is unpardon- 
able.” 


The misspelling of even the most commonly used and ordinary 
words is as prevalent as the use of these words. I used to be shocked 
at the frequently repeated proof that numbers of college-trained men 
are unable to learn correct pronunciation from the dictionary because 
they do not know the meaning of the diacritical markings or cannot 
interpret the phonetic syllabification. To the dean of one of the Cana- 
dian schools’® “it is deplorable beyond expression that students should 
enter the practice of medicine devoid of any knowledge of the deriva- 
tion of words.” “How few of our medical students to whom the classi- 
cal derivation of words has any appeal!” he laments. 


Although the college may disclaim responsibility for the poor spell- 
ing and pronunciation, etymology should be taught in college. A part 
of any trade or profession is familiarity with its terminology. No one 
can be said to have mastered, in any large degree, any science or art 
until he has at his command a fair knowledge of its nomenclature. I 
find that students begin miscalling terms which they meet for the first 
time although they have been required to have access to a medical dic- 
tionary. I charge this to lack of training in and absence of the use of 
the dictionary. The usual answer to the question as to why they pro- 
nounce any given new word in a certain way is, “I dont’ know. 1 
didn’t hear any one pronounce it. I just thought that was what it was.” 


In the various branches of the medical curriculum there are liter- 
ally thousands of terms, most of which are new to the beginning stu- 
dent. In anatomy alone, five thousand names are used in modern text- 
books. It should be obvious that any aid in mastering a portion of this 
stupendous vocabulary will be of great benefit. A training in etymol- 
ogy which is not now gained is that to which I refer. 


In this connection particularly, I wish to mention the modern neglect 
of the classical languages. The five thousand names referred to above, 
comprising the B. N. A., which is accepted officially in many countries 
and tacitly in most, are formed in Latin. In textbooks and other liter- 
ature, the exact Latin terms are very frequently used. I find much 
confusion among students when they meet inconsistent spellings of 
seemingly like terms. A knowledge that these were only singular and 


plural or nominative and genitive, as the case might be, would have 
avoided this confusion. 


10. Chas. F. Martin, Bull. Assn. Am. M. Colls., 2, p. 156, 1927. 
(To be continued) 
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Results of Licensing Examinations 

The annual state board number of the 
JouRNAL OF THE AMERICAN MEDICAL As- 
sociation, April 25, contains much in- 
formation and permits of making analy- 
ses which, however, are susceptible to 
discussion, pro and con; notably, the 
question must be answered: “Do the re- 
sults of state board examinations reflect 
the quality of the teaching done in med- 
ical schools?” Also the question: “Is the 
school which has no failures in these ex- 
aminations a better school than the one 
that does have failures?” 

We will not attempt to answer these 
questions and content ourselves by pre- 
senting a few figures which have some 
interest. 

Of the 3,175 graduates of 1930 from 
American schools examined for licensure 
in 1930, forty-eight failed, or 1.5 per 
cent. In 1929, these figures were: 3,259 
examined and seventy-nine failed, or 2.4 
per cent. 

Of 64 Class A schools on the lists, 43 
had no failures; 21 schools had the 48 
failures. One school had eleven failures 
among 92 examined in 9 states. Next 
came two schools with 4 failures each; 
two with 3 failures; seven with 2 failures 
and nine with one failure each. 

Of the three Canadian schools in mem- 
bership in the Association, 15 graduates 
were examined and one failed, or 0.66 
per cent. Of the 22 graduates examined 
in 1921 none failed. 

There is an evident reduction in the 
number of failures, which is cause for 
congratulation no matter how the results 
of these analyses may be interpreted. No 
doubt, these failures can easily be ex- 


plained by the colleges having them. 
Sometimes one man takes several exam- 
inations in the course of the year and 
fails in each. That fact must be remem- 
bered. Then, too, it would be interesting 
to have data on which to base a com- 
parison of those graduates of the preced- 
ing year who took the licensing examina- 
tion after they had completed the intern- 
ship. How did they compare with their 
classmates who did not take an intern- 
ship or who submitted themselves for the 
licensure examination immediately after 
graduation and before entering on the 
internship. 

Did the men who elected to substitute 
laboratory training or teaching for the 
internship do as well or better than their 
fellows who elected the internship? These 
are a few of the questions which might 
yield answers of interest. A careful an- 
alysis extending over a five year period 
could be made. 


George M. Kober 

The many friends of Dr. Kober will 
be deeply grieved to learn of his death 
last April. Dr. Kober was well known 
for his many activities in the field of 
public health and hygiene, but medical 
educators will remember him best be- 
cause of his very great interest in med- 
ical education and teaching for more 
than a quarter of a century. During this 
time he was dean of the Georgetown 
University School of Medicine and pro- 
fessor of public health and hygiene. He 
resigned these positions a few years ago 
because of advanced age. Dr. Kober was 
82 years of age at the time of his death 
in April. 
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He was an ardent worker in this Asso- 
ciation, filling many positions of import- 
ance. He was vice president, president, 
chairman of the committee on curriculum, 
and also held other important committee 
appointments. 

In 1905, Dr. Kober presented to the 
Association for adoption the first stand- 
ard medical curriculum ever arranged. 
This curriculum served a very useful 
purpose for a number of years, until the 
Association no longer found it expedient 
or necessary to set any rigid standards. 

Dr. Kober performed many good works 
for which he will long be remembered. 


Repeaters 

Attention is directed to two tables pub- 
lished in the Journal of the American 
Medical Association, May 2, 1931, pp. 
1498 and 1499. These tables present an 
analysis of the practice in 66 medical 
schools with regard to repeaters and also 
how many students are dropped for poor 
scholarship. 

The greatest number of repeaters in 
any one school is 12.5 per cent. Sixteen 
schools had more than 5 per cent; 21 
had less than 5 per cent; 29 schools re- 
ported none repeating. These figures 
are entirely representative of the policy 
of the institution and not evidence of 
laxity in administration or liberality in 
conservatism. 

The data on “dropped for scholarship” 
are also interesting. The highest per- 
centage is 27; the lowest is less than 1 
per cent. 


Medical Schools and Licensure 


The function of registration of medical 
students and their preparation for the 
degree of Doctor of Medicine has again 
most properly reverted to the medical 
schools. This function can certainly be 
carried out more effectively in most med- 
ical schools than is possible to control in 
the average board of medical registration 
and licensure, often with changing per- 
sonnel. State boards can with perfect 


safety delegate this matter entirely to 
medical schools, particularly such as are 
entitled to membership in the Association 
of American Medical Colleges. Recog- 
nizing this, the time has arrived when 
all state medical laws should be amended 
accordingly. 

The question arises: Under what con- 
ditions should graduates by this new ar- 
rangement be admitted to licensure? 

During the discussions in the February 
meeting, it was argued that the grades 
be accepted in lieu of the licensure ex- 
aminations but it is doubtful if the time 
has arrived for such a radical departure. 
A modification of the licensure examina- 
tion can properly be considered but a 
qualifying test by the state board or 
equivalent agency to determine fitness to 
practice constitutes a protection of the 
public that should still be maintained. 

There is every reason to expect a sim- 
plification of examination procedure 
without the sacrifice in any way of the 
satisfactory licensure requirements.—Ep- 
ITORIAL, Federation Bull., April, 1931. 


Study of Student Records 


Two years ago, the Association began 
the study of the records made by stu- 
dents during their first year in medical 
school. There were several reasons for 
undertaking this study, but the main rea- 
son was that it was felt that the colleges 
in which these students had taken their 
premedical work might be interested to 
know how they carried on in the medical 
school. Herewith are presented a few of 
the facts that have come out of this 
study thus far. 

The total number of students admitted 
to the freshman class of the approved 
medical schools of the United States and 
the three Canadian medical schools in 
membership in the Association in the 
Fall of 1929 was 6,369. Some of these 
students entered the medical school of 
their own university or college. They 
numbered 2,719. ‘These students were 


not considered in this study as it was 
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assumed that a liaison existed between 
the medical school and the college which 
made outside reporting superfluous. 
Those who entered a medical school 
other than their own numbered 3,650. 
This number includes eight students who 
came from foreign colleges or universi- 
ties. 

Of these 3,650 students, 3,265 came 
from 413 approved colleges or universi- 
ties—approved on the basis of the lists 
published by evaluating bodies other than 
state agencies—and 385 came from 153 
nonapproved institutions and 8 foreign 
schools. ‘Thus, a total of 574 colleges 
represents the source of the 1929 fresh- 
man class. 

Of the 3,265 students coming from ap- 
proved colleges, 2.449, or 75 per cent, 
had a clear record for the first medical 
year; 262, or 8 per cent, carried condi- 
tions; and 554, or 16.9 per cent, carried 
failures. 

Of the 385 students coming from non- 
approved colleges, 242, or 62.8 per cent, 
had a clear record for the first medical 
year; 37, or 9.5 per cent, carried condi- 
tions; and 106, or 27.7 per cent, carried 
failures. 

On the basis of colleges, we find that 
of the approved schools, 142, or 34.6 per 
cent, had a clear record among the 1929 
freshmen in medical school; 48, or 11.4 
per cent, had students with conditions; 
120, or 29 per cent, had students with 
failures, and 103, or 24.9 per cent, had 
students who carried both conditions and 
failures, 

Of the nonapproved schools, 71, or 
46 per cent, had a clear record; 14, or 
9 per cent, had students who earned 
conditions; 61, or 39.8 per cent, had stu- 
dents who carried failures; and 7, or 
45 per cent, had students who carried 
both conditions and failures. 

The thought occurs to us that these 
data may serve as an additional means 
for selection of students. The students 
coming from many schools made a poor 
record in medical school. Only 213 (37.1 


per cent) of the 574 colleges represented 
by students in this study had a clear 
record. Many colleges show only failures 
in medical school. A five year study may 
suggest that it is useless to admit the 
students applying from certain colleges 
because they invariably fail of making 
a good record; whereas those coming 
from certain other colleges always make 
good. It is proposed to check these find- 
ings with the scores made in the aptitude 
test. A cursory survey shows that there 
is some correlation between the two. 

Would it not be well for the colleges 
to discuss this matter among themselves 
with a possible view of rearranging cur- 
ricula or courses or methods of teaching? 
Consultation with medical educators 
seems to be suggested by these results. 
Will the colleges avail themselves of 
this opportunity? 


New Orleans Postconvention Cruise 

At the conclusion of the forty-second 
annual meeting to be held in New Or- 
leans, November 30, December 1 and 2, 
a restful, charming vacation sea trip of 
nine days to the balmy climes of the 
Tropics will make a strong appeal. Such 
a cruise can be made aboard one of the 
beautiful steamers of the Great White 
Fleet of the United Fruit Company. The 
trip includes a visit to Havana, Cuba, 
and Puerto Castilla, Honduras. 

A steamer will leave New Orleans on 
Wednesday afternoon, December 2, im- 
mediately after the close of the last ses- 
sion of the meeting, stop over in Ha- 
vana for one day and in Puerto Castilla 
for one day, returning to New Orleans 
December 11. 

The rates, including all expenses, are 
as follows: In minimum accommodations, 
$95 per person; in maximum accommo- 
dations, $105 per person; stateroom with 
private bath, $120 per person; de luxe 
suite with private bath, $300 (one or two 
persons). 

Further information will be given in 
subsequent issues of the JOURNAL. 
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College News 


Jefferson Medical College 

A bequest of $30,000 has been received 
for the establishment of four scholarships 
for the education and maintenance of 
deserving young men whose means are 
very limited. 

A chair in orthopedic surgery will be 
established as the result of the gift of 
$100,000 by Miss Catherine R. Edwards. 
The chair will be a memorial to Miss 
Edwards’ brother, James, and will carry 
on the work of Mr. Edwards in his teach- 
ing and research in furtherance of care 
for juvenile feet. Under the terms of 
the gift the income may be used to in- 
clude fellowships, apparatus and appli- 
ances for crippled children and research. 
Mr. Edwards was the founder of J. Ed- 
wards and Company, manufacturers of 
children’s shoes. 


Harvard Medical School 

A bequest of $20,000 has been received 
from the widow of Dr. Isaac Adler, the 
iacome from which is to be used to pro- 
vide once in three years a prize for the 
best piece of original research produced 
within that period in the United States 
and Canada on any subject within the 
field of medical and allied sciences. The 
award is to be known as the Isaac Adler 
Prize. 


University of Pennsylvania 
School of Medicine 

The Rockefeller Foundation has an- 
nounced a $75,000 grant to the Univer- 
sity of Pennsylvania for the extension of 
the method of studying the microscopic 
details of the growth of living tissues in 
warm-blooded animals. 

The erection of a Cancer Hospital is 
provided for in the will of Mrs. Mary 
B. C. Crothers Dulles. The estate, 
amounting to about $300,000, was left to 


an only daughter for use during her life- 
time after which the amount remaining 
shall go to the trustees of the University 
for the purpose of erecting a building 
for the treatment of cancer. It is to be 
known as the Crothers Dulles Hospital 
in memory of the donor’s son who was 
lost on the S.S, Titanic. 


Indiana University 
School of Medicine 

A six weeks’ graduate course, begin- 
ning June 16, was given to medical prac- 
titioners in the state. Clinics were held 
in dermatology, genito-urinary diseases, 
ophthalmology, rhinology, otology and 
laryngology, and surgery. The program 
includes biochemistry and pharmacology 
as applied to medicine, physical therapy 
and general pathology. 


University of Nebraska 
College of Medicine 

A graduate course under the auspices 
of the department of surgery was offered 
May 4-11, preceding the annual meeting 
of the state medical society. Practical 
work in the wards and clinics comprised 
the principal part of the course, with the 
major interest in general surgery, includ- 
ing gynecology; orthopedics, including 
fractures; urologic diagnosis and treat- 
ment, ophthalmology, and otorhinolaryn- 
gology. Laboratories and the library 
were available at all times. 


University of Illinois 
College of Medicine 

It has been announced that the Board 
of Trustees of the University has adopted 
new entrance requirements for admission 
to the College of Medicine. Hereafter 
no applicant will be accepted who has 
not gained an average of 3.5 in all his 
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premedical work. The total number of 
points that can be gained is 5. 

M. H. Visscher, professor of physiology 
in the School of Medicine of the Uni- 
versity of Southern California, has been 
appointed professor and head of the 
department of physiology, to succeed the 
late Dr. George P. Dreyer. 


Syracuse University 
College of Medicine 

With the assistance of the Milbank 
Memorial Fund, a department of public 
health nursing was opened recently. The 
course, for which a certificate will be 
given, requires two semesters of college 
work and experience in the field. Courses 
are offered in public administration, pre- 
ventive medicine, mental hygiene, public 
health nursing, its organization and ad- 
ministration, and work in special fields 
such as child hygiene, school nursing and 
industrial nursing. Prerequisites are 
graduation from an accredited high school 
and from an accredited school of nurs- 
ing. The school of nursing must have 
provided experience in general medical 
and surgical care of men and women, 
and obstetric and pediatric nursing. El- 
len L. Buell is director of the department. 


Temple University 
School of Medicine 

An x-ray department of twenty-eight 
rooms will be opened shortly in the 
school and Temple University Hospital, 
under the direction of William Edward 
Chamberlain, formerly professor of med- 
icine, Stanford University School of Med- 
icine. Twenty-two rooms are in the hos- 
pital and six in the school of medicine. 
Special rooms are provided for various 
types of roentgenograms, including one 
for surgical radiography, with shock- 
proof apparatus that permits anesthetics 
to be used in the same room with the 
x-ray machine. 

A feature of the dark room for devel- 
oping films is a mechanical conveyor 


that removes films into a lighted drying 
room within fifteen minutes after ex- 
posure, The therapy rooms have a pro- 
tective flooring of lead rubber tile to 
prevent penetration of the rays. In addi- 
tion there is a machine shop for research 
on x-ray machinery. 


Stanford University 
School of Medicine 

The Board of Trustees has received 
and accepted an offer from an unknown 
doner to contribute $2,500,000 toward the 
erection of a Medical School building on 
the condition that the university arrange 
to endow the same with not less than 
$1,250,000. The university must raise 
this sum on or before February 1, 1932. 


Northwestern University 
Medical School 

The inauguration of the Mayo Lec- 
tureship in Surgery took place April 22. 
The first lecture was delivered by Dr. 
E. Starr Judd, of the Mayo Clinic. The 
subject was: “Fundamental Problems As- 
sociated with Surgery of the Biliary 
Tract.” This lectureship was endowed by 
Dr. Charles H. Mayo for the advance- 
ment of education and learning in sur- 
gery. Every fifth year the lecture is to 
be given by a foreign physician, the in- 
tervening four lectures to be given by 
American surgeons. 


University of Utah 
School of Medicine 

Clay B. Freudenberger, from the Uni- 
versity of Minnesota, department of anat- 
omy, has been appointed associate pro- 
fessor of anatomy. Seward E. Owen, 
department of physiology, Northwestern 
University, has been appointed assistant 
professor of physiology. 


McGill University 

The pathological department announces 
that it will conduct a summer course in 
medical museum technic in which the 
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various methods approved in patholog- 
ical and medical museums will be dem- 
onstrated. The course will occupy two 
weeks and will consist of ten lectures of 
one hour each and twenty practical labo- 
ratory sessions of two hours each. In 
addition students will be given the option 
of spending an additional week in the 
laboratory acquainting themselves with 
any special technic they may desire. The 
number of students will be limited to 
eight. 


University of Pittsburgh 
School of Medicine 

The sixteenth Mellon lecture of the 
Society of Biological Research was de- 
livered by Dr. Florence R. Sabin of the 
Rockefeller Institute for Medical Re- 
search. This lecture is given annually. 
Mr. R. B. Mellon provided an endow- 
ment fund which enables the Society to 
invite some eminent investigator in the 
medical sciences. 


University of Alabama 
School of Medicine 

Arno B. Luckhardt, discoverer of 
ethylene anesthesia, professor of physi- 
ology at the University of Chicago, de- 
livered two lectures under the auspices 
of the Gorgas Medical Society. The first 
lecture, delivered May 7, was on: “The 
Parathyroid Glands, Their Pathology and 
Physiology.” The second lecture deliv- 
ered May 8, was on: “High Lights and 
Shadows in the History of the Discovery 
of General Anesthesia.” 

After the close of the second lecture, 
Doctor Luckhardt was made an Honorary 
Fellow in the Gorgas Medical Society. 


Columbia Medical Center 


It is reported that an appeal for an 
endowment of $12,000,000 has been made 
to launch a program of extension which 
would include a_ tuberculosis hospital, 
facilities for the study and treatment of 
contagious diseases and a unit providing 
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for orthopedic service. Because of busi- 
ness depression the Center is now finan- 
cially straightened from a rapidly mount- 
ing deficit which makes it necessary to 
curtail all operating costs. 


University of Minnesota 
School of Medicine 

Dr. Richard E. Scammon, one time 
professor of anatomy, and later dean of 
the biological sciences in the University 
of Chicago, will return to Minnesota 
where he has accepted the position of 
dean of the medical sciences. Dr. E. P. 
Lyon will continue as dean of the med- 
ical school. 


University of Louisville 
School of Medicine 

Two lectures were delivered recently 
by William deB. MacNider, professor of 
pharmacology in the University of North 
Carolina School of Medicine, under the 
auspices of Alpha Omega Alpha. 

Henry Gray Barbour, head of the de- 
partment of physiology and pharma- 
cology, has resigned to accept an asso- 
ciate professorship in Yale Medical 
School. 

William F. Hamilton, professor of 
physiology, has been appointed acting 
head of the department. 


New York University 

It is planned to institute a campaign to 
raise $14,000,000 for the development of 
another medical center on the East River. 
Of this total, $5,250,000 is to be used 
for the erection and maintenance of the 
College of Medicine building. The plan 
as a whole calls for ten buildings, some 
of which are already erected and need 
only to be enlarged and modernized. 


Western Reserve University 
School of Medicine 

The senior prize in obstetrics was 
awarded to Edward Payson Judd, of 
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Cleveland, as one of the commencement 
honors, June 18, when Mr. Judd will 
receive the degree of Doctor of Medi- 
cine. The prize, an annual award in 
income from a gift made to the School 
of Medicine some years ago by Dr. Ed- 
win C. Garvin, Cleveland physician and 
alumnus of Western Reserve, is given 
to the senior who shows the best knowl- 
edge, theoretical and practical, of the 
subject of obstetrics. 


University of Alabama 
School of Medicine 

Five new professors will joint the fac- 
ulty for the 1932 session; Franklin S. 
BuBois, assistant professor of anatomy, 
and acting head of the department, to 
succeed Edward A. Boyden who has been 
appointed professor of anatomy in the 
University of Minnesota; Allen D. Kel- 
ler, of Yale University School of Medi- 
cine, professor and head of the depart- 
ment of physiology and pharmacology, 
succeeding Clyde Brooks, who has gone 
to the Louisiana State University Med- 
ical Center; Gene H. Kistler, assistant 
professor of physiology and pharmacol- 
ogy; Ralph McBurney, professor of bac- 
teriology and hygiene; J. Ross Veal is 
promoted to assistant professor of medi- 
cine and surgery. He will also act as 
instructor in physiology and pharmacol- 
ogy. 

A. Hobson Davis, assistant professor 
of pathology and bacteriology, has been 
granted leave of absence for one year 
to study pathology. 


Albany Medical College 

A neuropsychiatric problem clinic for 
minor mental and nervous disorders will 
be conducted jointly by the college and 
the Albany Hospital. Sciences relating 
to effects of mental conditions or body 
ailments are to have an important part 
in the work of the department. Lloyd H. 
Ziegler, professor of neuropsychiatry in 
the college, will be in charge. He will 


be assisted by Hugh T. Carmichael and 
Nelson K. Fromm. In general, the clinic 
will provide free service for persons who 
cannot afford to pay for private treat- 
ment by a specialist. The department 
will provide a new avenue of study for 
nurses and students, will give practicing 
physicians in Albany and northeastern 
New York an opportunity for graduate 
study in this field, and will expand local 
facilities for research work. 


Meharry Medical College 

Tentative arrangements are being 
made for the dedication of the new plant 
on Nov. 28, 1931. Many of the deans of 
medical schools are planning to attend 
the annual meeting of the Association of 
American Medical Colleges to be held 
in New Orleans, Nov. 30, Dec. 1 and 2. 
Nashville makes a good place to break 
the journey, and they can visit not only 
Meharry Medical School, but also the 
Medical Department of Vanderbilt Uni- 
versity. 

The new buildings of Meharry Med- 
ical College will contain the laboratories 
which serve the students of the medical, 
dental and pharmacy departments, the 
nurses training department and the school 
for the training of dental hygienists. 
Under the same roof is the George W. 
Hubbard Hospital, which is an integral 
part of the college. 

The southern part of the building is 
devoted to the hospital services. The 
northern part is used for teaching pur- 
poses. The capacity of the hospital is 
130 beds, 16 bassinettes, and space for 
12 emergency beds. The Nurses’ Home 
contains 73 bedrooms, for 60 undergradu- 
ate nurses, supervisors and executives. 

The new plant is located at 18th Ave- 
nue north and Heffernan Street in close 
proximity to Fisk University. On the 
Fisk University campus is located a beau- 
tiful, modern, well equipped library, and 
an entire floor of this library building 
will be reserved for the students and 
faculty of Meharry Medical College. 
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There will be, however, a reading room 
in Meharry’s Educational Building which 
will contain about 100 medical, dental, 
pharmaceutical and scientific journals. It 
is anticipated that at the end of the year 
the journals will be taken to the general 
library on the Fisk University campus 
to be bound and stored for the use of 
Meharry Medical College students and 
faculty. 

This will be the largest professional 
institution for the training of Negro 
youth in the world. It will also be the 
first institution in the world to begin the 
training of dental hygienists for the Ne- 
gro group. 


University of Michigan 
Medical School 

Six week-end public health institutes, 
beginning June 26 and lasting through 
August 8, excluding July 3-4, will be 
given. The fee is $3 for each session or 
$18 for the complete course. All branches 
and activities of interest to public health 


General News 


1, All foreign students must submit in 
Brussels to an examination for a certifi- 
cate in liberal arts and sciences (certificat 
d’humanités). This is required to allow 
the students to take various other exam- 
inations leading to the so-called legal 
degree of Doctor of Medicine, Surgery 
and Obstetrics (grade légal). However, 
to receive the right to practice medicine 
all over Belgium, even if the person con- 
cerned obtained the legal degree, it is 
necessary to get a ministerial license or 
to become naturalized, 

2. If the student will not submit to 


workers will be emphasized. A certif- 
cate will be given to those who attend all 
institutes. 

The regular summer courses begin 
June 29 and continue through August 7 
and will include child and general by- 
giene, vital statistics, methods and ma- 
terials in health education, nutrition, 
principles of public health nursing, ad- 
ministration and organization in public 
health nursing, industrial and mental hy- 
giene, and epidemiology. Credits will be 
given for the regular courses. 

An institute for tuberculosis workers 
will be conducted, June 29-July 11, by 
the National Tuberculosis Association and 
the Michigan Tuberculosis Association in 
cooperation with the division of hygiene 
and public health of the University of 
Michigan and under the direction of 
Philip P. Jacobs of the National Tuber- 
culosis Association, New York. 

Further information about summer 
work at the university may be obtained 
from Dr. John Sundwall, director, divi- 
sion of hygiene and public health. 


the preparatory examinations for the cer- 
tificat d’humanités, he can obtain at the 
end of his studies the purely scientific 
degree of Doctor of Medicine, Surgery 
and Obstetrics (grade scientifique). It 
gives none of the rights attached to the 
grade légal. 

For 1 and 2 the examinations are iden- 
tical. They are designated as follows: 

(a) First, second and third years: 
natural sciences, physics and chemistry, 
anatomy, physiology and embryology. 

(b) Fourth, fifth, sixth and seventh 
years: complete courses in pathology and 
therapeutics, obstetrics and gynecology, 
hygiene, medical jurisprudence; clinics: 
medical, surgical, obstetric, pediatric, opb- 
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thalmologic, otorhinolaryngologic, der- 
matologic, syphilologic, psychiatric, gyne- 
cologic and urologic. 

To be admitted to the final examina- 
tion, recipients who are not interns must 
show evidence that they regularly at- 
tended the main three clinics at least 
for a period of four months each and 
also one of the auxiliary clinics for the 
same period of time. 

3. (a) The postgraduate courses in 
Belgium are not organized officially. The 
recipients who desire to take a post- 
graduate study in one of the specialties 
must obtain the consent of the head of 
the branch selected and serve free. Only 
the specialty of Doctor of Hygiene (médi- 
cin hygiéniste) is established. This 
course consists of public hygiene, social 
and individual, as well as sanitary legis- 
lation, medical statistics and demography. 

(b) Regular postgraduate courses, 
especially at the Medical Faculty in Brus- 
sels, are given in all branches of medi- 
cine. These courses are quite often given 
during academic vacations, which are 
announced through the press.—BELGIAN 
Lerrer: J. A. M. A., May 16, 1931. 


Graduate Course 
in General Medicine 

A six weeks’ course in general medi- 
cine for qualified graduates was begun 
May 11, at St. Luke’s Hospital under the 
joint auspices of Columbia University 
College of Physicians and Surgeons and 
the department of university extension of 
Columbia University. 

Among the instructors are Lewis F. 
Frissell and Henry S. Patterson, in bed- 
side diagnosis; Francis Carter Wood, 
physical therapy; John J. Homan Keating 
and Waldo B. Farnum, cardiology; Wil- 
liam S. Thomas, allergy; Alfred Wiener, 
ophthalmology; roentgen ray diagnosis, 
Erie J. Ryan; Frank Elmer Johnson, ped- 
iatrics, and William B. Long, derma- 


The object of the course is to give the 


practicing physician a review of general 
medicine with instruction in recent meth- 
ods of diagnosis and treatment. 


Rachford Lectureship in 
Pediatrics 

May 21, Leonard G. Parsons, of the 
University of Birmingham, delivered the 
first lecture on the occasion of the inau- 
guration of the Benjamin Knox Rach- 
ford Lectureship in Pediatrics in the 
auditorium of the Pediatrics Research 
Foundation. 

This lectureship was established as a 
memorial to the late Dr. Rachford 
through the generosity of his friends. 
The lecture will be delivered annually. 

The second and third lectures in the 
series were delivered in the Clinical and 
Research Building of the Children’s Hos- 
pital. 


Research in Tuberculosis 


A laboratory was recently dedicated 
at the Presbyterian Sanatorium, Albu- 
querque for research in tuberculosis. A 
gift of $150,000 from F. L. Maytag, New- 
ton, Iowa, provided the building and 
equipment; an endowment of $350,000 
for maintenance and a further endow- 
ment of twenty guest rooms at $10,000 
each in the new building makes a total 
of $650,000 to be devoted exclusively to 
work in tuberculosis. Charles P. Emer- 
son, dean, University of Indiana School 
of Medicine, Indianapolis, was among 
the speakers at the dedication ceremonies. 


Hastings Memorial Fellowship 

The University of Toronto has estab- 
lished this fellowship to commemorate 
the life and work of the late Dr. C. J. O. 
Hastings, for many years health officer 
of Toronto, The fellowship was made 
possible by funds raised by public sub- 
scription organized by the Canadian As- 
sociation of Hygiene Council, The fel- 
lowship will be awarded every three 
years, The first award will be made 
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in October, 1932, with a value of $1,500. 
The fellow will engage in original re- 
search in the field of preventive medi- 
cine under the direction of the head of 
the department of hygiene and preventive 
medicine. 


University of Washington 

A postgraduate medical course will be 
held at the university, in Seattle, August 
3-5. Lectures and clinics will be given 
by Wm. D. Haggard, professor of sur- 
gery in Vanderbilt University; John A. 
Stokes, professor of dermatology, and 
George M. Piersol, professor of medi- 
cine in the University of Pennsylvania, 
and Carl H. Davis, professor of obstet- 
rics and gynecology in Marquette Uni- 
versity School of Medicine. 


Lectures on Harrison 
Narcotic Law 

Chester H. Clark, head of the narcotic 
division of the Internal Revenue Depart- 
ment in Boston, delivered a lecture on 
the Harrison Narcotic Law and the prob- 
lems incident to drug addiction before 
the students of the Boston University 
Medical School and the Harvard Med- 
ical School in April. 


Graduate Education in London 

The Fellowship of Medicine and Post- 
Graduate Medical Association, with which 
some fifty London general and special 
hospitals are connected, exists for the 
arrangement of graduate instruction for 
physicians of all nationalities. The med- 
ical year begins in October and finishes 
at the end of July. August and Septem- 
ber are vacation months and the work 
obtainable is necessarily somewhat cur- 
tailed. Overseas graduates are advised, 
if possible, to arrive in England in Aug- 
ust or September, so that they may be- 
come acquainted with London and plan 
their course of study well before the 
medical year begins. 

The following facilities are offered by 


the fellowship: 1. A general course, con- 
sisting of attendance at the clinical prac. 
tice of the associated London hospitals, 
This course continues throughout the 
year and may be begun at any time, the 
fees ranging from $10 for one week to 
$105 for one year. 2. Special courses, 
A year’s program is arranged in advance 
in twenty different specialties, which in- 
clude such subjects as cardiology, psy- 
chiatry, orthopedics, gastro-enterology, 
tropical medicine, venereal diseases and 
proctology, to mention only the more out- 
of-the-way ones. 

American graduates who desire to 
study any branch of medicine should first 
visit the headquarters of the fellowship, 
which are in the house of the Royal So- 
ciety of Medicine, 1 Wimpole Street, W. 
1. There full information can be ob- 
tained as to all teaching facilities for 
graduat linics, lectures, demonstra- 
The fellowship publishes 


tion courses. 
the Post-Graduate Medical Journal, con- 
taining not only lectures but also a sec- 
tion on postgraduate news which gives 
particulars as to forthcoming lectures and 
courses.—J. A. M. A., April 25, 1931. 


Louisiana State University 
Medical Center 

The president and board of adminis- 
trators of Louisiana State University an- 
nounce the opening, October, 1931, of 
the State University’s Medical Center, to 
be domiciled in its own quarters in New 
Orleans. For the session 1931-1932, the 
medical center will offer instruction in 
the first and third years of medicine. 
Four years’ instruction will be offered 
beginning with the 1932-1933 session. A 
fifth year of hospital residency will be 
required before awarding the degree of 
doctor of medicine. The medical center 
offers superior clinical facilities due to 
its location within the grounds of, and 
its operating connection with the great 
1756 bed Charity Hospital of New Or- 
leans, a state owned and operated insti- 
tution, 
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Practical instruction in all the branches 
of medicine and surgery will be stressed, 
and particular attention will be given 
tropical medicine, industrial surgery and 
the diseases indigenous to the Southland. 
Preventive medicine will occupy a promi- 
nent place in the curriculum. An abun- 
dance of anatomical and pathological 
material will, at all times, be available 
for proper instruction in the important 
branches of anatomy and pathology. The 
medical center, throughout its organiza- 
tion, is meeting all of the requirements 
of a class A medical school as outlined by 
the Council on Medical Education of the 
American Medical Association. 

Applications for admission are now 
being received. Preference will be given 
to applicants possessing a collegiate de- 
gree. For admission, 15 high school units 
with a minimum of 2 years collegiate 
work consisting of no less than 60 se- 
mester hours are required. The pre- 
medical training must include no less 
than one year instruction in biology, 
physics, general chemistry, French or 
German, general and organic chemistry, 
with courses including at least 3 hours 
lecture and 4 hours laboratory periods 
weekly for a minimum of 32 weeks year- 
ly per course. Application blanks may 
be had by communicating with the Dean, 
Dr. Arthur Vidrine, Louisiana State Uni- 
versity Medical Center, Charity Hos- 
pital, New Orleans, Louisiana. No tuition 
will be charged to residents of Louisi- 
ana. For students who are residents of 
other states tuition fee of $300.00 per 
year will be charged. 


University of Southern California 
School of Medicine 

The work of the third year will be 
offered with the opening of the Fall term 
in September. Paul S. McKibben, pro- 
fessor of anatomy, has been appointed 
acting dean, succeeding Wm. S. Cutter, 
who is no longer connected with the 
school. Dr. W. W. Beckett, a trustee of 
the university, is chairman of the med- 


ical advisory committee consisting of 
seven physicians. 


Cancer Research 

It is reported that eventually $3,500,000 
will become available for cancer research 
as the result of a provision in the will 
of the late Montague Stanley Napier, 
motor car manufacturer and aeroplane 
designer who died last January. 


Anna Fuller Memorial Prize 

The late Egbert C. Fuller, of Bran- 
ford, Conn., created a trust fund of 
$1,500,000 to be used for the alleviation 
of suffering from disease and especially 
for the control of cancer. The prize 
“will be given to such persons as shall 
at any time within successive periods of 
five years each, commencing one year 
after my death, make a real and out- 
standing contribution to knowledge on 
the subject of cause, care, prevention or 
cure of cancer.” Such award shall not 
in any five year period exceed the sum 
of $25,000, and shall be given on the 
recommendation of the president of the 
American Medical Association and the 
deans of Johns Hopkins University and 
Harvard University Medical Schools. 


Central Interurban 
Clinical Club 

This club, which is comprised of in- 
ternists from the University of Minne- 
sota, Mayo Clinic, University of lowa, 
Washington University, University of 
St. Louis, Rush Medical College, Uni- 
versity of Chicago, Northwestern Uni- 
versity and the universities of Wisconsin 
and Illinois met, May 2, in the morning 
at the University of Illinois College of 
Medicine and in the afternoon at North- 
western University. The club meets 
twice a year and spends a day in various 
teaching centers in order to become ac- 
quainted with new teaching methods and 
investigative advances, 
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Yale University | 

The Institute of Human Relations was 
dedicated May 9. Addresses were de- 
livered by Dr. Ray Lyman Wilbur, Dr. 
George E. Vincent, Governor Albert L. 


Cross, and President James Rowland 
Angell. 
American Medical Students 


in Edinburgh 

It is reported that 250 American stu- 
dents have applied for admission to the 
Faculty of Medicine of the University 
of Edinburgh. There is room for twelve 
or fifteen, at the most. It is planned to 
have this Association evaluate the cre- 
dentials of these students. 


Rockefeller Medical Fellowships 


These fellowships are provided from 
a fund with which the Medical Research 
Council has been entrusted by the Rocke- 
feller Foundation. Fellowships are 
awarded to graduates who have had 
some training in research work in the 
primary sciences of medicine or in clin- 
ical medicine or surgery and are likely 
to profit by a short stay at the university 
or other chosen center in the United 
States before taking up a position for 
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higher teaching or research in the British 


Isles. 


White House Conference 

The appointment of a committee to 
follow up the findings of the medical 
service section of the White House Con- 
ference on Child Health and Protection 
was announced May 20 by Secretary Ray 
Lyman Wilbur. The purpose of the 
newly appointed committee, of which Dr, 
Wilbur is honorary chairman, will be to 
organize the material compiled by the 
medical service section. This information 
will be distributed to those organizations 
throughout the country that are striving 
to improve the health of its children. 

The committee is composed of Drs, 
Samuel McC. Hamill, Philadelphia, chair- 
man; Fred L. Adair, Chicago; Kenneth 
D. Blackfan, Boston; Anton J. Carlson, 
Chicago; Samuel J. Crumbine, New 
York; Clifford G. Grulee, Chicago; Hen- 
ry F. Helmholz, Rochester, Minn.; F. J. 
Kelly, Washington, D. C.; Fred Moore, 
Des Moines, Iowa; John O. Polak, Brook- 
lyn; Richard E. Scammon, Minneapolis; 
Wingate Todd, Cleveland; Philip Van 
Ingen, New York; Borden S. Veeder, St. 
Louis; Henry F. Vaughan, Detroit; Ida 
M. Cannon, R.N., Boston, and Sophie C. 
Nelson, R.N. 


Personals 


Frederick G. Novy, professor of bac- 
teriology and chairman of the executive 
committee of the University of Michigan 
Medical School, has received the Order 
of the White Lion, fourth class, from the 
president of Czechoslovakia. 


H. E. Himwich, of the department of 
physiology of Yale University, has re- 
ceived a grant from the Committee on 
Scientific Research of the American Med- 


ical Association for aid in work on fat 
metabolism in diabetes. 


David L. Edsall, dean of Harvard 
Medical School, delivered the principal 
address at the dedication of the Duke 
University School of Medicine and Hos- 
pital on April 20. 


Harvey Cushing, Moseley professor of 
surgery in Harvard University Medical 
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School, delivered the William H. Welch 
lecture at Mount Sinai Hospital, New 
York, on April 12. 


Thurman D. Kitchin, president of 
Wake Forest College, was one of the 
speakers at the dedication of the Duke 
University School of Medicine and Hos- 
pital on April 20. 


George Gray Ward, professor of ob- 
stetrics and gynecology in Cornell Uni- 
versity Medical School, was the George 
Chase Christian lecturer at the annual 
meeting of the Minnesota State Medical 
Society in May. 


Drew W. Luten, assistant professor of 
dinical medicine in Washington Uni- 
versity School of Medicine, was one of 
the out-of-town speakers at the annual 
meeting of the Minnesota State Medical 
Association in May. 


Karl F. Meyer, professor of bacteri- 
ology and director of the Hooper Foun- 
dation for Medical Research, University 
of California Medical School, delivered 
the Cutter lectures on Preventive Medi- 
cine, April 27-28, in Boston. 


Sir William Hardy, director of the low 
temperature research station of bio- 
chemistry and biophysics of Cambridge 
University, England, delivered the sev- 
enth Harvey Society Lecture before the 
New York Academy of Medicine. 


Elexious T. Bell, professor of pathology 
in the University of Minnesota Medical 
School, addressed the California State 
Medical Association at its annual meet- 
ing in May. In April, Dr. Bell was 
tlected vice president of the American 
Association of Bacteriologists and Pathol- 
ogists. 


Maud S. Abbott, assistant professor of 
medical research in McGill University 


Faculty of Medicine, addressed the Med- 
ical History Club of the University of 
Illinois College of Medicine recently on 
Sir William Osler. 


Jean Oliver, professor of pathology in 
Long Island College of Medicine, was 
one of the out-of-town speakers at the 
annual meeting of the California State 
Medical Association held in April. 


William L. Aycock, of the department 
of preventive medicine and hygiene of 
Harvard University Medical School, ad- 
dressed the California State Medical As- 
sociation in April. 


Ralph M. Waters, associate professor 
of surgery in the University of Wiscon- 
sin Medical School, also addressed the 
California State Medical Association in 
April. 


Emery B. Hayhurst, professor vf pub- 
lic health and hygiene in Ohio State Uni- 
versity College of Medicine, resigned and 
will confine himself to consultant work 
in his field. 


George H. Murphy, associate professor 
of clinical surgery in Dalhousie Univer- 
sity Faculty of Medicine, was recently 
appointed minister of health for the 
Province of Nova Scotia. 


Lawrence T. Royster, professor of 
pediatrics in the University of Virginia 
School of Medicine, addressed the South- 
ern Virginia Medical Association re- 
cently. 


Temple Fay, professor of neuro-sur- 
gery in Temple University School of 
Medicine, recently addressed the Acad- 
emy of Medicine of Northern New Jer- 
sey and the Delaware County Medical 
Society. 


James E. Wood, associate professor of 
medicine in the University of Virginia 
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School of Medicine, addressed the Rich- 
mond Academy of Medicine and the Roa- 
noke Academy of Medicine recently. 


W. Wayne Babcock, professor of sur- 
gery in Temple University School of 
Medicine, addressed the Tristate Med- 
ical Association of Tennessee, Mississippi 
and Arkansas recently. 


Torald Soliman, dean and professor 
of pharmacology in Western Reserve 
University School of Medicine, delivered 
the fifteenth Mellon Lecture before the 
Biological Society for Research of the 
University of Pittsburgh. 


Charles S. Mangun, professor of anat- 
omy in the School of Medicine of the 
University of North Carolina, addressed 
the Mecklenburg County Medical Society 
recently. 


Irving S. Cutter, dean of Northwestern 
University Medical School, addressed the 
Harvard Medical Society in April, speak- 
ing on an historical topic. 


J. Howard Brown, professor of bac- 
teriology in Johns Hopkins University 
School of Medicine, was elected president 
of the American Society of Bacteriolo- 
gists. 


L. F. Barker, professor of clinical med- 
ws icine in Johns Hopkins University School 
5 of Medicine, recently held a clinic at the 
Peter Bent Brigham Hospital, Boston. It 
was one of the regular Thursday after- 

noon clinics held in that institution. 


F. D. Murphy, professor of internal 
medicine in the Marquette University 
School of Medicine, recently gave a se- 
ries of four radio talks over the Wis- 
consin News station on the subject of 
diabetes. 


W. H. Moursund, dean of Baylor Uni- 
versity College of Medicine, has been ap- 


pointed by the Texas State Medical §>. 
ciety as its official delegate to the Asso. 
ciation of American Medical Colleges, 


George E. Bethel, dean of the School 
of Medicine of the University of Texay 
has been appointed by the Texas State 
Medical Society official delegate to the 
National Council on Medical Education, 


Edwin P. Lehman, professor of surgery 
in the University of Virginia School of 
Medicine, addressed the Tristate Med- 
ical Society recently. 


Frank L. Babbott, Jr., assistant dean 
of Long Island College of Medicine, was 
recently elected president of the college 
by the Board of Trustees. 


Charles E. Caldwell was appointed 
emeritus professor of surgical anatomy 
in the College of Medicine of the Uni- 
versity of Cincinnati in April. He was 
for many years professor of anatomy in 
the Ohio Medical College. 


C. A. Mills, associate professor of med- 
icine in the College of Medicine of the 
University of Cincinnati, has been grant- 
ed a sabbatical leave to study metabolic 
diseases and climate in Centra) and 
South America. 


Grace Medes, research physiological 
chemist and assistant professor in the 
medical department of the University of 
Minnesota Medical School, has recently 
been awarded the $250 prize by the 
Minnesota Society of Internal Medicine 
for her work on the tyrosin derivatives. 


Clay B. Freudenberger, instructor in 
anatomy, University of Minnesota, has 
resigned to accept an associate profes- 
sorship in anatomy in the University of 
Utah. 


Herbert M. Evans, professor of anat- 
omy in the University of California and 
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George W. Corner, professor of anatomy 
in the University of Rochester, were re- 
elected president and secretary, respec- 
tively, of the American Association of 
Anatomists. 


John A. Key has been promoted to the 
professorship in clinical orthopedic sur- 
gery and head of the division in Wash- 
ington University School of Medicine to 
succeed Leroy C. Abbott. 


Hobart A. Hare, professor of thera- 
peutics, materia medica and diagnosis 
in Jefferson Medical College, was hon- 
ored by the junior class of the college 
by the presentation of a bronze tablet 
commemorating forty years of service as 
a member of the faculty. 


Irving S. Cutter, dean of Northwestern 
University Medical School, delivered the 
valedictory address at the commencement 
of Jefferson Medical College. 


Max Askanazy, director of the patho- 
logical institute of the University of 
Geneva, will lecture this Fall in the 
United States and Canada. 


W. F. Hamilton has been appointed 
professor of physiology in the School of 
Medicine of the University of Louisville. 


Frederick P. Gay, professor of bacteri- 
ology in Columbia University College of 
Physicians and Surgeons, delivered the 


eighth Harvey Society Lecture at the 
New York Academy of Medicine. 


Frank R. Lillie has been elected dean 
of the division of biological sciences at 
the University of Chicago, succeeding 
Richard E. Scammon who has returned 
to the University of Minnesota to accept 
the appointment of dean of the medical 
sciences. 


Robert M. Oslund, acting head of the 
department of physiology in the College 
of Medicine of the University of Illinois, 
has resigned in order to complete his 
medical training. 


Colonel Robert U. Patterson has been 
appointed surgeon general of the U. S. 
Army, with the rank of major general, 
to succeed General Merriette W. Ireland, 
retired for age. The appointment is for 
four years. 


John C. Culley, a member of the fac- 
ulty of the University of Mississippi 
School of Medicine, was elected presi- 
dent of the Mississippi State Medical 
Association at the recent annual meeting. 


Donald Mainland, assistant professor 
of anatomy in the Faculty of Medicine 
of the University of Manitoba, has been 
appointed professor of anatomy in the 
University of Dalhousie Faculty of Medi- 
cine. 


HEADQUARTERS: 


Forty-second Annual Meeting 


NEW ORLEANS, 1931 
November 30, December 1 and 2 
HOTEL ROOSEVELT 
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Deaths 


George R. Lockwood, professor of clin- 
ical medicine in Columbia University 
College of Physicians and Surgeons, died 
in March, aged 69, of pneumonia follow- 
ing an operation. 


William S. Baer, professor of ortho- 
pedic surgery in Johns Hopkins Uni- 
versity Medical School, died in April, 
aged 59. 


Edwin C. Davis, emeritus professor 
of obstetrics and gynecology in Emory 
University School of Medicine, died in 
March, aged 63, of pneumonia, heart dis- 
ease and arteriosclerosis. 


Clara Marshall, for twenty-nine years 
professor of materia medica and dean 
of the faculty in the Woman’s Medical 
College, died March 13. Appropriate 
resolutions in recognition of Dr. Mar- 
shall’s valuable services to the institu- 
tion were adopted by the Executive Com- 
mittee of the Corporation, the Faculty 
and the Hospital Staff. It was stated 
that the hospital of the Women’s Med- 
ical College is definitely Dr. Marshall’s 
monument because it owes its existence 
entirely to her personal efforts. 


Edgar R. McGuire, professor of sur- 
gery in the University of Buffalo School 
of Medicine, died in April, aged 54, of 
pernicious anemia, and cerebral hem- 
orrhage. 


Louis M. Gompertz, assistant clinical 
professor of gastroenterology in Yale 
University School of Medicine, died, aged 
58. 


Edwin A. Alderman, for more than a 
quarter of a century president of the 
University of Virginia, and an outstand- 
ing figure in the development of public 
education in that state, died suddenly, 
from apoplexy, while on his way to de- 
liver an address at Urbana, Illinois, on 
the occasion of the inauguration of Pres- 
ident Harry W. Chase. 


Anna E. Broomall, for twenty-five 
years professor of obstetrics in the Wom- 
an’s Medical College of Pennsylvania 
and retired since 1904, died in April, 


Samuel P. Brooks, president of Baylor 
University, Waco, Texas, died May 15, 
of a malignant disease. Although not a 
physician, he always had a great interest 
in medical education and for many years 
was a constant attendant at the annual 
meetings of this Association. He came 
as a representative of Baylor University 
College of Medicine. He had been presi- 
dent of Baylor for twenty-nine years and 
was an outstanding personage in the 
Southland. 


Henry J. Prentiss, professor of anat- 
omy in the Medical School of the State 
University of Iowa, died in May, aged 
63, of heart disease. 


Herbert Harold Waite, head of the 
department of bacteriology in the Uni- 
versity of Nebraska, died in May, aged 
62. 


Alfred Scott Warthin, for many years 
professor of pathology in the Medical 
School of the University of Michigan, 
died in May of heart disease, aged 64. 
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Abstracts of 


Current Literature 


Plan for Training the Medical 
Student in General Practice 

My object is to present a plan to estab- 
lish a course in general practice. This 
proposal would call for the addition to 
the teaching staff of a general practition- 
er who is willing to give up a successful 
practice because of an urge to teach. A 
part of the outpatient clinic may be ar- 
ranged as would be the private office of 
a practicing physician and surgeon. Each 
day a certain number of new patients 
coming to the outpatient clinic are as- 
signed to this private office. In this office, 
with one or two students at the most, 
the approach to the patient, the history, 
the diagnosis, the treatment and the fol- 
low-up are demonstrated. The instruc- 
tor will reveal in progressive steps his 
logic concerning just those personal fac- 
tors of the patient which in the general 
dinic are usually given scanty attention 
if not disregarded. Patients would be 
told when to return to the office, and, if 
necessary, calls to be made at the homes 
of some of the patients could be arranged. 
Should certain patients be referred to the 
surgery, a student could serve as assist- 
ant and follow the case to the end. All 
such laboratory work normally done in 
the office of the well equipped general 
practitioner would be performed. For 
laboratory work performed outside the 
office, an important feature would be the 
consideration given to the necessity for 
it and the expense to the patient. During 
the interim between the first visit and the 
diagnosis, whatever palliative treatment 
is necessary would be given. The stu- 
dent onlooker of this episode in real 
Practice would have an opportunity to 
glimpse the real patient with his inner 
attitudes and true motives such as he 
may rarely get elsewhere, for in the re- 
assuring background of such offices and 


under the skilled touch of the practiced 
physician will surely be revealed that 
which would hardly come to light in the 
general clinic. Only essential general 
equipment should be included and no at- 
tempt should be made to fit up an office 
more elaborate than that of the average 
general practitioner. Records should be 
developed in a practical way. The entire 
course would have as its objective the du- 
plication of those experiences which are 
met by practically every physician when 
he makes his direct contact with the public 
through private practice. By making a 
random selection of the patients admitted 
to this office, the general practitioner and 
his assistant, the medical student, will 
find the man with the lame back, the 
youth with the crop of boils and the child 
who will not eat. These are cases which 
are among the estimated 90 per cent of 
patients who should be cared for in the 
offices of the general practitioners. 

This course as outlined is not suggested 
as a substitute for the present methods 
but may be made a part of clinical train- 
ing. The combination of those methods 
and the plan suggested will better equip 
the medical student to cope with the 
problems of the first few years of general 
practice and it will bring back the pri- 
vate practitioner as a personal preceptor 
in medical education—H. E. Kaptan, 
J. A. M. A., May 2, 1931. 


A Possible Remedy for the Present 
Depression in Pharmacology 

Has one any right to call pharmacol- 
ogy a science until some order or some 
system has been attained? “Drugs” no 
longer exist; they are chemicals. As a 
matter of fact, practically all standard 
medical preparations can be bought ready 
made in far better form than the clini- 
cian can order them. It begins to look 
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as if it were a waste of money to adver- 
tise pharmacology as it now is or to 
support it. Let us forget “drugs” for- 
ever and go back to the body, and see if 
there is any place left for the pharma- 
cologist to stake out a field of endeavor. 
The real cause of the present discon- 
tent has been the lack of a clear defini- 
tion of pharmacology and its aims, a 
lack of any orderly system for the classi- 
fication of pharmacologic facts, and the 
fact that emphasis has always been 
placed on the study of “drugs” or chem- 
icals foreign to the body rather than on 
the study of the body itself, which is 
the main interest of all branches of 
medical science. A remedy for each of 
these causes of dissatisfaction has been 
suggested. A classification has been de- 
vised which allows for the first time the 
systemic arrangement of pharmacologic 
facts in an orderly manner. Our prim- 
ary interest is in the body as a whole, 
and its tissues, rather than in the chem- 
ical substances themselves. We become 
students of the tissues, physiologic mech- 
anisms and pathologic conditions as do 
all others interested in the medical sci- 
ences. The pharmacologist must know 
his tools, and he has not a few but 
millions at his command and can make 
his tool to fit his special purpose. 
What actually happens in a depart- 
ment of pharmacology at present is that 
one begins work by studying some “drug.” 
This substance or “drug” is, however, 
only one of a million or more. One 
learns many facts about this one sub- 
stance but nothing about any other. It 
will be found that each man in the de- 
partment is carrying out research on a 
series of entirely unrelated substances. 
The department is brought together once 
a year to give a course and then returns 
to its individual researches. If one meets 


another pharmacologist it is a rare co- 
incidence that he is working on the one 
substance out of millions which others 
are. If he is not, his work is entirely 
The end 


unrelated and of little interest. 
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result is that a pharmacologic depan. 
ment is quite apt to become almost ¢&. 
clusively a research department consig. 
ing of men specializing on points whic 
do not entail a general consideration of 
the body. No matter how much money is 
spent on departments of pharmacology 
in which this method of study is carried 
out, the same sense of dissatisfaction a 
being unable to cope with the impossible 
will exist. 

If, on the other hand, pharmacology 
is considered as a study of the body, as 
is physiology, which is the point of view 
in some of the most successful depart- 
ments at present, men will feel a great 
sense of relief from having a limit to 
their endeavors. Regardless of how one 
wishes to attack pharmacology, a method 
of classifying pharmacologic data must 
be found. As pharmacology consists of 
the study of the interaction of two fae- 
tors, chemical substances and body tissues, 
two types of classification can be used, a 
chemical or a tissue classification. Chem- 
icals have already been classified by the 
chemists, and such a classification has 
been found not practical for pharmaco- 
logic purposes. The only method left is 
therefore a tissue classification—P. D. 
Lamson, J. A. M. A., April 18, 1931. 


Present Trend of Medical Education 

Americans are particularly interested 
in organization and mass production. One 
cannot deal with medicine as one deals 
with wood and steel. No two patients 
are alike. Medical students admire the 
consultant who will see a patient for a 
minute and then refer him to the ma- 
chine, and after going through the eye, 
ear, nose, throat, psychiatric, laboratory, 
serologic and all the other parts of the 
clinic, the patient comes back to him for 
another five minutes, with all the records 
on the desk, and the diagnosis and the 
therapy written out, That may be good 
business, but it is bad medicine. Students 
get a feeling of finality from the labora- 
tory work, There is nothing final in a 
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4 plus Wassermann reaction and there is 
nothing final in a roentgenogram. It is 
evidence which has to be evaluated in 
terms of the patient. It may mean noth- 
ing; it may mean everything. The more 
laboratory work I have, the harder must 
I study to see just how that work is to be 
used in order that I may better under- 
stand my patient. I would like to begin 
teaching medical students their medicine 
the first year. 

There is another trend in culture today 
which mirrors itself in the medical stu- 
dent, one of the hardest to combat. There 
was, before the war, the possibility of a 
fine doctor with a poor automobile and a 
threadbare coat, but since the war the 
dollar standard has captivated the imag- 
ination of the public, and a man is judged 
as to his income. So young graduates 
in medicine feel that they must judge 
their success by the automobile they can 
drive. If the money standard is rather 
strong in medical students because it is 
in the society to which they belong, then 
medical faculties have a still greater 
problem in combating that idea. Because 
if medicine is not altruistic and if a doc- 
tor’s services are not entirely independent 
of a possible fee, then it is mighty bad 
medicine. Medicine is essentially an al- 
truistic profession. 

Another trend of the public is that 
surgery is a very desirable treatment for 
a medical trouble. Of all patients with 
certain functional neuroses who had come 
to our clinic, it was found that at least 
80 per cent had had a surgical operation, 
for conditions which, studied in retro- 
spect, certainly were neuropsychiatric 
conditions, There again is the problem 
of medical education, to teach students a 
great deal more about the reactions of 
their patients. What they need is reedu- 
cation and wise advice. Students must 
learn early that few things are really 
settled and those things that are settled 
are not permanently so, and that they will 
have to learn soon how to choose between 
different authorities. The next thing in 


order to teach students how to swim 
with the current of medical thought is to 
urge that they shall subscribe to the 
Journal of the American Medical Asso- 
ciation. Truth is a living force in the 
clinic and laboratory, but truth dies and 
is embalmed in a textbook. The students 
must be taught to use the living medical 
thought as it occurs in medical meetings 
which they are encouraged to attend, as 
it occurs in current journals—C. P. 
Emerson, J. 4. M. A., April 18, 1931. 


The Preceptor Plan 

A need of medical schools with respect 
to academic and instructional methods 
with reference to the practice of clinical 
medicine is the correlation of theory and 
practice with regard to the professional 
application of scientific fact to our inter- 
course with patients. This suggests the 
need of establishment of a series of rela- 
tive values by participation in the actual 
practice of medicine. This, in turn, im- 
plies practical experience which is rarely 
obtained within the walls of our medical 
schools. A need, recognized by some, but 
too grossly overlooked, is the necessity 
for the establishment of the patient rather 
than the disease as the unit of instruction. 

There are those who will comment that 
the internship is designed with just such 
objectives and to satisfy these needs. Too 
frequently the internship satisfies the 
residence requirements of hospitals but 
gives insufficient attention to the teaching 
of the art and discipline of medicine. 
The internship is indispensable as a 
teaching aid but unfortunately leaves 
much work undone, 

The preceptor plan of teaching has 
the extremely valuable effect of human- 
izing our attitudes and associations, We 
live as single individuals in much closer 
contact with our teachers and preceptors, 
and instruction is individual. Correla- 


tion of theory and the art of medical 
practice are made easier. We are, dur- 
ing our fourth year, constantly in associa- 
tion with men who are professionally suc- 
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cessful in their communities and in. the 
face of those varying problems that each 


of these communities presents. Closer 
correlation of specialties is immediately 
evident in our teaching. The student de- 
velops keener critical judgment, initia- 
tive and discrimination and recognizes 
that honest divergent opinions may exist. 
Selective ability is stimulated and aug- 
mented and a willingness to accept vary- 
ing opinions based on logical facts is 
established. In the routine teaching of 
medical schools, assigned duties and pro- 
cedures give rare chance for observation 
and comparison of ideals. The system 
under discussion gives ever present op- 
portunity for practice and observation of 
the fundamental principles and axioms 
by allowing a student to go actually forth 
into these communities and herein to 
study the attitudes of physicians, one 
toward the other, as well as the attitude 
of physician to patient. ‘The stress of 
economic necessity modifies and tempers 
in no mild degree, in many instances, 
attitudes and philosophies of those who 
leave our medical schools imbued with 
high ideals and loaded with scientific 
facts but unfortunately free from any 
understanding of competitive strife as 
encountered in the modern medical prac- 
tice. The selection of preceptors is of 
fundamental importance. The compati- 
bility of student with preceptor demands 
a thorough knowledge of both personali- 
ties. Further, there is a class of students, 
greatly limited in number, fortunately, 
which requires assignments and daily 
didactic duties to profit most. This sys- 
tem gives a wide range of practical 
work, Self assurance, self reliance and 
resourcefulness are stimulated to a great- 
er degree than by routine didactic pro- 
cedures, The student is allowed to form 
individual opinions on a basis of merit 
and observation first hand and at close 
range of principles, ethics and ideals as 
actually practiced as contrasted to those 
taught in the classroom.—L. R. Core, J. 
A. M. A., May 2, 1931. 
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Significance of Present Entrance 
Requirements 

There are only two main reasons fo 
entrance requirements: (a) to provid 
the student with adequate preparation, 
both scientific and “cultural” in order t 
enable him to profit best from his med. 
ical education, and (b) to provide th 
medical schools with students of ade 
quate intelligence and to keep out thox 
who are intellectually weak and likey 
to fail. 

At present the minimal requirements 
for entrance into a grade A medical 
school are two years of college work (six- 
ty semester hours), including eight. se- 
mester hours of biology, twelve of chem- 
istry, eight of physics, six of English and 
the remainder in electives. 

The anatomists believe that the bio 
logic requirement should be greatly in- 
creased. I believe that the present re- 
quirement is sufficient, provided that the 
quality is excellent, that one half of the 
work is in the laboratory and that train- 
ing in comparative anatomy and embry- 
ology is included. In some universities 
this training can be obtained in eight 
semester hours; in others, from twelve 
to sixteen are necessary. Courses in bot- 
any, heredity and bacteriology should 
not be accepted for this requirement. 

The biochemists stress the importance 
of chemical preparation, but here agais 
it is the quality rather than the quantity 
that is the more valuable. The contest 
of the chemical courses is also important, 
for any medical student is handicapped 
without a preliminary knowledge of or- 
ganic chemistry, quantitative methods and 
the theories of physical chemistry. How- 
ever, one biochemist stated that if he 
had to choose between a candidate trained 
in mathematics and one with a long 
chemical preparation, he would prefer 
the former. I myself believe that, next 
to brains, an adequate mathematical 
training is the most essential requirement. 
Every student should have had at least 
one year of college mathematics; 2 work 
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ing knowledge of logarithms is essential 
and one of calculus desirable. Even 
with this preparation in mathematics, the 
requirement in chemistry should be 
raised to sixteen semester hours, one 
half of which should be laboratory work; 
ten semester hours should be devoted to 
inorganic chemistry, including short or 
preliminary courses in qualitative and 
quantitative analysis, and six semester 
hours to organic chemistry. Additional 
courses in analytic and physical chem- 
istry are desirable. 


No group of medical teachers has ad- 
yocated changing the requirement in 
physics, but the time has come when the 
need for adequate preparation in this 
subject is more than apparent. At least 
ten semester hours, one-half of which 
should be laboratory work, are necessary. 


The only language included in the 
standard entrance requirements is Eng- 
lish; additional preparation in this sub- 
ject would seem advisable. However, 
here again it is the quality rather than 
the quantity which is the more important. 
A personal interview and a personal let- 
ter are usually more valuable guides to 
a candidate’s ability to use the English 
language than is his college record in 
this subject. English should rank next 
to brains and mathematics among the 
essential qualifications; at least twelve 
semester hours should be required. 


In 1893 “a sufficient knowledge of 
French and German, at least, to read the 
scientific papers constantly appearing in 
those languages” was highly desirable, 
but in 1931, practically all the foreign 
medical literature is quickly translated 
and abstracted and readily available to 
those who cannot read the original arti- 
cles. If a satisfactory reading knowledge 
of French or German could be acquired 
by college courses, there might be some 
reason for requiring it for admission to 
medical school; but unfortunately the 
superficial acquaintance with these lan- 
guages which most medical students ac- 


quire in college is so evanescent as to be 
almost useless. 


Four years of college work and a bac- 
calaureate degree are often stressed be- 
cause of their “cultural” value. How- 
ever, there is considerable doubt about 
any correlation between a study of the 
humanities in college and the acquisition 
of culture. The latter is more likely to 
result from environment early in life. 
It is true that in 1893 a complete college 
course was necessary for a basic educa- 
tion, but the modern high schools now 
supply this need. A student of today, as 
far as subjects and hours are concerned, 
can obtain nearly as “broad” an educa- 
tion in high school as was formerly pos- 
sible in college. This is particularly 
true of college students who received 
the B.S. degree. The chief troubles with 
a “broad” education in our high schools, 
as well as in our universities, are its 
breadth and consequent shallowness; it 
cannot be compared with the narrower 
and deeper training of an English public 
school, French lycée or German gym- 
nasium. A student cannot, of course, 
receive an adequate training in science 
in high school, and two years of college 
work are necessary for that purpose. As 
a matter of fact, a college degree at pres- 
ent is comparable to a college degree 
and four years of postgraduate study in 
1893. One very real disadvantage of 
requiring four years of college work for 
admission is that experience has demon- 
strated that the majority of medical stu- 
dents who have had four years of college 
work and who are, therefore, 21 or 22 
years of age, rarely spend more than one 
year in postgraduate medical training; 
it is conceded generally that for those 
who wish to practice medicine two years 
of additional postgraduate intern train- 
ing, and for those who later are to do 
scientific investigative work, two years 
of training in the basic sciences after 
graduation from medical school are more 
valuable than the junior and senior years 
in college. 
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The second reason for entrance re- 
quirements is much more important than 
the first. Although both are desirable, 
brains are more valuable than prelimin- 
ary training; the latter only aids and 
abets the former and is useless without 
it. At present there is no royal road to 
the selection of these intelligent students ; 
aptitude tests offer the best solution to 
the problem and all are hopeful of a 
fruitful outcome to the present study. 
At present, while waiting for these re- 
sults, there are three means of reducing 
the percentage of error in selection, as 
judged by failure in medical school; first, 
letters written by the candidate, second, 
confidential letters from known science 
teachers, and last but by no means least, 
a personal interview with the student. 

The personal interview of the candi- 
date with the committee on admission 
or with a regional representative is the 
most valuable of these three tests, al- 
though it has been said that mistakes are 
made more often than is realized. The 
selection of medical students based on 
the quality of their preparation, their 
own ketters, those from their science 
teachers and the results of personal in- 
terviews have reduced the proportion of 
failures at one medical school to less 
than 2 per cent. Their earlier method 
of selection based on the student’s college 
record with preference given to those 
with training in an excess of the require- 
ments resulted in 15 per cent of failures. 
—W. C. Davison, J. A. M. A., April 25, 
1931. 


Deficiencies in the Teaching 
of Surgery 


With regard to the undergraduate in- 
struction, the first defect is that the final 
objective has never been definitely stated. 
A plain statement of fact with regard 
to what we teach the undergraduate is in- 
dicated. An undergraduate should know 
certain fundamental principles of sur- 
gery, and have enough practical experi- 
ence to enable him to treat minor sur- 


gical conditions—to enable him to become 
a good intern. There is an abundance 
of time given to undergraduate work, 
but much of it is wasted. The labora- 
tories of anatomy, physiology and pathol- 
ogy are the sources from which must 
come the solid blocks for the foundation, 
Without these, no enduring surgical sy- 
perstructure can ever be built. And the 
time to learn these is while an under- 
graduate—again there is much time wast- 
ed. 

While at work in the laboratory, the 
student should have constantly pointed 
out to him the practical value of what he 
learns. This will necessitate that some 
of his laboratory instructors be men who 
have practiced medicine or at least who 
know something of it. The student should 
see surgical patients daily during his 
whole four years. There is no asset 
held in greater esteem by surgeons than 
clinical experience. The student must 
be obliged to read. He cannot read him- 
self into a complete knowledge of sur- 
gery, but a minimum should be required. 
Certain specified references should be 
read. The best way is for the head of 
the department to select some textbook 
on the principles of general surgery and 
see to it that the student becomes more 
or less familiar with it. He should first 
learn how to examine a patient. The 
large demonstration clinic—not the oper- 
ating clinic—should never have been 
spoken disparagingly of, and it ought 
speedily to be restored to a place of 
honor, It is utterly impossible to get 
any of the more experienced men in the 
department to take much interest in an 
hour a day or even once a week with a 
class of eight or ten men. It is necessary 
to use the inexperienced as teachers. 

There is failure to utilize to its fullest 
the outpatient department. The fourth- 
year man should spend more time in the 
outpatient department. We cannot make 
the slightest pretense to qualify men to 
practice major surgery, and yet there is 
still an obligatory course in operative sur- 
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gery. We give such a course. But it is 
a course in experimental surgery, path- 
ology and physiology. He performs cer- 
tain surgical operations—under instruc- 
tion. Each group of six has its own in- 
structor. He follows complete aseptic 
technic; i.e., he tries to. We furnish ani- 
mals (dogs) and keep them for him af- 
terward. In short, he performs experi- 
ments in surgery—in technic, in pathol- 
ogy and in physiology—but by no means 
do we lead him to believe that this course 
qualifies him to do major surgery on 
his fellow beings. For those who wish 
to qualify as major surgeons, a graduate 
course of at least two years—three would 
be better—should be begun after the 
year’s rotating internship. Five years’ 
practice “on his own” would be an ex- 
cellent preparation after his internship. 
The state should not license any one to 
practice major surgery unless he has 
actually learned how to perform as well 
as when to perform major operations. 
And they would not do it if we displayed 
the proper appreciation of our own re- 
sponsibility. To license a man to per- 
form major operations on human beings 
without seeing him operate is the prac- 
tice of every state board in the Union. 
Should such a practice be continued when 
it is not necessary? The state boards 
accept and license these men because the 
medical schools imply that they are quali- 
fied—W. T. Coucnun, J. A. M. A., 
April 25, 1931. 


The Continuous Session Plan 


The continuous session plan proposes 
that medical schools remain open to stu- 
dents throughout the year. 

Medicine has developed the university 
spirit. Everywhere it is recognized that 
a chief obligation of university medical 
departments is the search for and the 
advantage of fundamental truth. Among 
the traditional customs to which medical 
work is not readily adaptable are the 
holidays. Disease knows no holidays, 


and so it seems clear that there cannot 
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well be holidays. Some of the former 
conditions that insistently required the 
long vacation have ceased to operate in 
America. The time of travel is reduced 
to nearly nothing. Few students work 
on the farms. An increasingly large per- 
centage are able to meet the expense of 
education. A plan which seems to per- 
mit the attainment of all the major ob- 
jectives of true university work, is sug- 
gested: 

1. That in the clinical courses, at least, 
the continuous session plan be recom- 
mended in medical schools. 

2. That it be made possible for students 
in these courses to receive all required 
clinical training without interruption, and 
that they be encouraged to arrange their 
work in this way. 

3. That the staff in the clinical depart- 
ments be made large enough to permit 
the continuous care of patients and the 
continuous training of students without 
depriving the members of the staff of 
free opportunity for independent work 
during one full quarter of each year. 

A possible objection is that the student’s 
health will be endangered. Another much 
more serious objection is that state laws 
governing licensure do not permit it. 

Rush Medical College has tried out the 
plan to the extent of offering on an 
elective basis work in the summer quar- 
ter fully equivalent to that of other quar- 
ters for many years. In Rush, 51 per 
cent of the students who entered in the 
autumn of 1928 remained for four quar- 
ters. The corresponding figure for last 
year was 62 per cent. The experiment 
will be continued also in the University 
of Chicago Clinics, The present average 
age of our graduates is twenty-seven.— 
B. C. H. Harvey, J. 4. M. A., May 2, 
1931, 


Position of Pediatrics in Medical 
Teaching 


No medical school of which I have 
knowledge gives anything like an ade- 
quate course in the nonclinical branches 
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of medicine as they affect the child. The 
essential differences are in the anatomy 
and physiology of the child and these 
receive practically no attention. Physi- 
cal diagnosis as taught in adults is pe- 
culiarly unfitted to meet the situation as 
regards the child. Yet no attempt is 
made in the medical schools to give such 
diagnostic courses with respect to the 
infant and the child. There is some 
question whether medical teaching should 
not primarily be based on pediatrics 
rather than on adult medicine. The pic- 
ture of disease in childhood is less likely 
to be disturbed by the condition of the 
individual. The child is much more 
likely to give a more nearly simple pic- 
ture of disease than is the adult. For 
the study of disease, the child would 
seem to offer to the medical student al- 
most an ideal subject. 

The loop holes in instruction in ped- 
iatrics in practically all medical schools 
are so large that it is hard to say how 
such a condition could have developed 
and how it is to be remedied. Beginning 
in the preliminary courses and continuing 
through the clinical work and even to 
internships in hospitals, the student of 
medicine is trained inadequately to meet 
conditions as they affect children—C. G. 
Gru ez, J. A. M. A., May 16, 1931. 


What Constitutes a Complete 
Pediatric Department in a 
Medical School? 

Many of the problems of a pediatric 
department are similar to those which 
confront medical education as a whole; 
many are identical with those of any 
other department in a medical school. 
It is obvious pediatrics should be a part 
of a school in which it is recognized as 
a specialty in which definite knowledge 
of a particular character is evolved and 
imparted. Graduate as well as under- 
graduate instruction should contain a 
definite time allotment for preventive 
pediatrics. At least once a week those 
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members of the department who are ep. 
gaged primarily in research and who 
may not have clinical ward duties cop. 
stantly assigned to them should partic. 
pate in rounds. History meetings and 
seminars are excellent places for the dis- 
cussion of difficult cases and reviews of 
puzzling medical problems. The resi- 
dents should be assigned to reviewing 
literature and to preparing systematic 
summaries on various subjects that have 
arisen in discussion. 

The most important and, indeed, a 
necessary criterion in the medical care of 
children is pediatric control. All sery- 
ices, such as surgery, orthopedics, oto- 
laryngology, urology and dentistry, should 
be consultation services; that is, the pa- 
tient should be a pediatric problem under 
pediatric supervision. He should not be 
admitted to any other service than pedi- 
atrics or discharged from the hospital 
from any other. This applies to outpa- 
tient and inpatient departments alike. 
Anything less than this falls greatly be- 
low the ideal and results in imperfect 
care of the child. 

The complete pediatric department staf 
should consist of full-time, part-time and 
voluntary bers. The head of the 
department, if he gives the amount of 
time necessary in administration, clinical 
contacts and teaching, can do little else, 
but again he must not be confined by 
regulation to the four walls of any in- 
stitution. There are many places in 
clinical service and teaching for the part- 
time man to whom remuneration (or, 
better, honorarium) may justly be given. 
Lastly, there is great advantage to the 
department in having connected with it 
the voluntary group. A proper organiza- 
tion allows them freedom and takes ad- 
vantage of their donations of time and 
service without burdening them with ua- 
necessary details. The facilities with 
which the pediatric department works 
should consist of hospitals, outpatient 
clinics and laboratories. Institutions and 
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child care may with profit to themselves 
and to the department be brought into 
a harmonious functioning by agreements 
of affiliation. In this way the pediatric 
department, the medical school and the 
university benefit and give benefit, and 
facilities are acquired which cannot, and 
should not, be financed from university 
funds—A. G. Mircuett, J. A. M. A., 
May 16, 1931. 


Present Status of Pediatric Teach- 
ing in Medical Schools 

The Committee on Medical Care of 
Children, of the White House Confer- 
ence on Child Health, undertook as part 
of its study the question of medical edu- 
cation in pediatrics. In all, fifty-nine 
of the sixty-five medical schools giving 
third and fourth year courses, or 91 per 
cent, were studied. In thirty-six schools 
the schedule is fixed, no choice or election 
of subjects being given the student. The 
average number of hours required of 
each student in pediatrics is 184. Sixty- 
one per cent of the schools had less and 
39 per cent average or more; 16.6 per 
cent have less than 100 hours and 30 
per cent less than 150. 


In eighteen schools, electives in pedi- 
atrics are offered in addition to required 
hours. The average for required hours 
for this group is 154. A study of the 
electives taken shows a decided interest 
in pediatrics. In one school with 132 
required hours the entire class elected 40 
hours additional. In another, 92 per cent 
of the fourth year elected 44 or more 
hours in addition to the 154 required. 
In eight of the eighteen schools, or 44 
per cent, the average time is insufficient 
even with electives. In both groups com- 
bined, 35 per cent of medical schools give 
too little time to pediatric instruction. 

A study was made of twenty-one 
schools to ascertain how the pediatric 
teaching hours were used and according 
to what methods of teaching. There is 
absolutely no definite plan in the method 


of distribution. There is no known defi- 
nite ratio accepted as to the number of 
hospital beds necessary to teach a class 
of medical students. Of the beds avail- 
able for pediatric cases, approximately 
half of the schools have less than one 
bed per student for the fourth year class 
—the class ordinarily assigned to bedside 
instruction. Eight schools have less than 
twenty-five pediatric beds, and nine 
others less than fifty. Fifty beds may 
be considered to be about the minimum 
essential for any school. Stating it an- 
other way, in 30 per cent of our schools 
the number of beds is probably inade- 
quate for teaching pediatrics. 


The care of the new-born has been 
transferred from the obstetric depart- 
ment to the pediatric department in most 
schools in recent years. In most schools 
the teaching of the contagious diseases 
is largely in the hands of the pediatric 
department. Only a few schools attempt 
today to maintain infectious hospitals as 
school departments but rely on municipal 
hospitals for infectious diseases for teach- 
ing material. This is adequate so far 
as bed facilities are concerned in most 
schools. With the gradual change in the 
function of pediatrics that has been tak- 
ing place, one of the points studied was 
the instruction given in regard to the 
normal! development of the infant and the 
child. The development of the infant 
under 2 years is much more adequately 
covered than that of the preschool or 
school child. Body growth is better taught 
than functional growth, and that in turn 
better than mental development. Only 
54 per cent of the schools give any in- 
struction in the mental developmceut of 
the child of school age. Moreover, in 
nearly 60 per cent of the schools the in- 
struction in growth and development is 
“incidental” rather than “formal.” Noth- 
ing is more striking than this failure of 
some departments of pediatrics to meet 
the needs of the physician of today. 
There is no question that pediatrics has 
become a basic branch of clinical medi- 
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cine. This has been brought about by 
the realization that it is a subject cen- 
tered about the child rather than about 
disease. It is the growing, changing, ma- 
turing organism that is being considered 
in pediatrics and whose physical and 
mental health or illness maps out largely 
at this time the course it will follow in 
adult life. Practically every important 
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field of medicine has learned the im- 
portance of childhood. In many schools, 
this position of pediatrics is recognized, 
Pediatric departments are relatively as 
well equipped, staffed and financed as 
the departments of surgery and medi- 
cine. The pediatric chairs are of equal 
rank and importance.—B. S. Veeper, J. 
A. M. A., May 16, 1931. 


—— 


Book Reviews 


i 


Clinical Allergy, Particularly 
Asthma and Hay Fever; 
Mechanism and Treatment 


By Francis M. Rackemann, M. D. The 
Macmillan Company, New York. 1931. 
Price, $10.50. 


This is not a book for the medical 
student. The practitioner who is inter- 
ested in allergic diseases will find it the 
most valuable collection of data and 
narrative of a vast clinical experience 
and careful observation at his command. 
It is a comprehensive treatise and brings 
the immunologic point of view to the 
clinician and the clinical point of view 
to the immunologist. It is not an ex- 
pression of personal opinions but a pre- 
sentation of known facts and a discus- 
sion of current views—both pro and con. 
The subject is covered fully in twenty- 
four chapters and an appendix present- 
ing an alphabetical list of allergens, ex- 
cept pollens, and the composition of va- 
rious patent medicines used in asthma 
and hay fever by the laity. The re- 
searcher in this field will be delighted 
with the bibliography appended to each 
chapter. It gives the impression of com- 
pleteness, at least, it is very extensive. 
The author is to be complimented on 
having done well a most trying task. 
Only a keen observer, one who is well 
informed and can correlate his knowl- 


edge with an extensive clinical experi- 
ence could produce such a masterpiece 
as this is, It is divided into two parts, 
the first dealing with the phenomena of 
hypersensitiveness; the second with the 
clinical manifestations of allergy. The 
experimental work done in this field is 
summarized. The second part discusses 
fully hay fever, vasomotor rhinitis and 
asthma. 


Science and Practice 


of Surgery 

2 Vols. By W. H. C. Romanis, M. B, 
M. Ch., F. R. C. S., F. R. S., and Philip 
H. Mitchiner, M. D., M. S., F. R. C. &. 
3rd Ed. William Wood & Co., New York. 
1930. Price, $12.00. 


Since the appearance of the second 
edition two years ago, a complete revi- 
sion has been made. The section on 
whitlows has been rewritten; that on 
varicose veins has been revised and am- 
plified, and much new material is added 
on the treatment of burns and empyema 
and to radium therapy and anesthesia. 
Picric and tannic and solutions—and 
cold tea (used by the Chinese) are fa- 
vored—but why still mention parafhia 
sprays? It is not possible to make 2 
searching review because of lack of 
space and the extent of the subject—but 
the reviewer reviewed the preceding edi- 
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tion and sees no reason for changing his 
belief that this is an admirable text, cov- 
ers the whole domain of surgery well and 
that it meets the approval of surgeons. 
The duplication of the index in each vol- 
ume is a commendable feature. It ob- 
yiates the necessity for useless handling 
of heavy, large books. They are a valu- 
able addition to the surgeon’s library. 


Treatment of Epilepsy 


By Fritz B. Talbot, M. D. The Mac- 
millan Company, New York. 1930. Price, 
$4.00. 

The high incidence of epilepsy makes it 
necessary that every practitioner be well 
prepared to treat this disease. The author 
covers this ground in a thorough man- 
ner. He discusses the clinical history of 
epilepsy briefly and expounds the dietary 
treatment at great length. Understand- 
ing of the ketogenic diet is rather vague, 
but the reader will find it discussed fully 
here—both in theory and in practice. The 
valuable bibliography, covering 25 pages, 
will give satisfaction to those who are 
inclined to delve deeper. A good book 
to have at hand. 


Pye’s Surgical Handicraft 

By H. W. Carson, F. R. C. S. (Eng.) 
10th Ed. William Wood & Co. New 
York. 1931. Price, $7.00. 


This is intended to be a manual of 
surgical manipulations, minor surgery 
and other matters connected with the 
work of house surgeons and surgical 
dressers—and it is quite evident that the 
job is done much better than it is in the 
usual textbook on minor surgery. It is 
divided into eleven sections, each section 
being further subdivided. It deals with 


the arrest of hemorrhage, administration 
of anesthetics, the use of splints and 
bandages, treatment of fractures, dislo- 
cations and sprains, aspiration, use of 
catheters, what to do in an emergency, 
treatment of common venereal disorders, 
treatment of infected wounds and many 


other topics on which the intern usually 
is not particularly well informed. The 
book is in its tenth edition. It is not 
large. It is well written and made clear 
by nearly 350 illustrations and 22 plates. 
The directions for carrying out lesser 
surgical procedures are very clear and 
concise and, therefore, easily followed, 
even by the tyro. Theory gives way to 
practice in every case. The book does 
not displace larger, more comprehensive 
treatises on surgery—but it does meet a 
definite need. 


Medical Jurisprudence 
and Toxicology 

By John Glaister, M. D., D. P. H., F. R. 
S. E. Sth Ed. William Wood & Co. 
New York. 1931. Price, $8.50. 

He who wishes to specialize in this 
field of medical practice will find this 
work to be complete, covering every 
phase of the subject and most informa- 
tive. It is based on 48 years of experi- 
ence in medicolegal practice. The nine 
hundred pages of text are made available 
for research by an unusually compre- 
hensive index covering fifty pages! It is 
a text in itself. It is a pleasure to com- 
mend the book even for casual reading. 
It reads like a detective novel but differs 
from it in that the novel is usually all 
fancy and Glaister’s book is all hard, 
clean facts. 


Textbook of Human 
Embryology 


By Cleveland L. Simkins, Ph, D. F. A. 
Davis Company, Philadelphia. 1931. 
Price, $4.50. 

The fact that this book deals primarily 
with the human being should make a 
strong appeal to the medical student. It 
is profusely illustrated and presents a 
very good bibliography, also citation of 
figures and opinions are in some instances 
followed by references to the original 
source in the literature. The enameled 
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paper demanded by the 
gives the book much weight. 
print medical textbooks on India paper? 


Protozoan Parasitism of the 
Alimentary Tract 

By Kenneth M. Lynch, M. D. The 
Macmillan Co., New York. 1930. Price, 
$3.75. 

The increasing incidence of protozoan 
infestations caused by freer contact with 
tropical countries, has led to much specu- 
lation as to the need for teaching med- 
ical students more about these diseases. 
Here is a book which presents the sub- 
ject on the basis of actual experience. 
The author is an authority on protozoan 
diseases and his discussion is clear, con- 
cise and original. It is not too technical 
nor too exhaustive. Its aim is to give in- 
formation to practitioners of medicine— 
hence it is a good book for the medical 
student, regardless of how extensive his 
contact with such cases will be in prac- 
tice. 


Roentgent Interpretation; a Manual 
for Students and Practitioners 


By Geo. W. Holmes, M. D., and How- 
ard E. Ruggles, M. D. 4th Ed. Lea & 
Febiger, Philadelphia. 1931. Price, $5. 

Presenting the principles of roentgen 
diagnosis, covering all of the essential 
points briefly but comprehensively. Clear, 
concise and practical; a safe guide that 
eliminates the dangers of misinterpreta- 
tion. Especially commendable is the bib- 
liography. It is worth the price of the 
book. 


The Principles and Practice 
of Perimetry 

By Luther C. Peter, A. M., M. D. 3rd 
Ed. Lea & Febiger, Philadelphia. 1931. 
Price, $4.50. 

In this new third edition, fully revised 
and considerably enlarged, the author 
clarifies and simplifies a complex and 
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difficult subject, bringing it within the 
grasp of the student and enabling the 
practising ophthalmologist to diagnose 
diseases in the path of vision before 
any instrument can indicate them. 

The book covers the anatomy and phy- 
siology of the visual pathway and then 
proceeds to study the disturbances of its 
structure and function. It discusses the 
methods, technique, instruments and 
charts which are needed in diagnosis 
and includes all the many recent discoy- 
eries and changes which facilitate the 
task. Its colored plates and new and 
original drawings add greatly to the 
value of the work. 


The Theory of Obstetrics; 
A Functional Study of Child Bearing 

By M. C. DeGaris, M. D. William 
Wood and Company, New York. 1931. 
Price, $5.00. 

Based on a new definition of normal 
labor and on a new theory of uterine 
inertia. He says: a normal labor is one 
in which the uterine contractions act 
thoroughly efficiently, leading in a short 
time to the spontaneous delivery of a 
healthy baby, and causing but little or 
no distress or suffering to the mother. 
Pain is the first symptom of uterine in- 
ertia. The high fetal and maternal mor- 
tality is caused by the ill health of the 
mother—hence the need for adequate 
prenatal care. Errors in diet, mode of 
life and septic foci should be corrected. 
Whether the reader will agree with the 
author, he will enjoy reading his book 
and getting his point of view. It gives 
one much to think about. 


Progressive Medicine 

Edited by Hobart Amory Hare, M. D, 
Lea & Febiger, Philadelphia. 1931. Price, 
per volume, $3.50. 

Each year this important periodical 
presents a cross section of the medical 
opinion of the world in the form of brief, 
readable, interesting abstracts covering 
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all the discoveries in the medical and 
surgical sciences and every improvement 
in diagnosis and therapeutics. 

This number covers the latest develop- 
ments in the surgery of the head, spinal 
cord and peripheral nerve; in the sur- 
gery of the thorax, including the breast 
and goiter; in infectious diseases; in dis- 
eases of children; and in rhinology, lar- 
yngology and otology. Each has been 
prepared by a noted authority in the de- 
partment. 

There is no better, easier or quicker 
way of keeping in touch with the con- 
tinual progress in medicine and surgery 
than through Progressive Medicine. It 
brings the literature of the entire world 
to the busy physician. 


An Introduction to 
Practical Bacteriology; a Guide 
to Bacteriological Laboratory Work 

By T. J. Mackie, M. D., D. P. H. and 
J. E. McCartney, M. D., D. Sc. 3rd Ed. 
William Wood and Company, New York. 
1931. Price, $3.50. 

A book for the student, emphasizing 
the more important methods used in rou- 
tine bacteriologic diagnosis, ‘especially 
of tropical infections. Written clearly 
and concisely, a small book which will 


appeal to students. There is an excellent 
index. 


A Handbook on Diseases 
of Children 

Including dietetics and the common 
fevers. By Bruce Williamson, M. D. 
Edin, M. R. C. P., Lond. William Wood 
& Company, New York. 1931. Price, 
$3.50. 


This book will prove especially use- 
ful to the undergraduate student although 
it contains sufficient material to be of 
value to him later im his practice. The 
synopsis at the beginning of each chap- 
ter and the formulary of favorite pre- 
scriptions at the back of the book will 
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make a strong appeal to both student 
and practitioner. The approach to the 
discussion is by way of the various sys- 
tems of the body, beginning with the 
respiratory system. Rheumatism, tuber- 
culosis, syphilis, gonorrhea and common 
fevers of childhood are also considered. 
Two chapters on infant welfare and diet- 
etics and artificial feeding are commend- 
able. On the whole, this book is deserv- 
ing of recommendation. 


Calcium Metabolism and 
Calcium Therapy 

By Abraham Cantarow, M. D. Lea & 
Febiger, Philadelphia. 1931. Price, $2.50. 

The author presents in a very prac- 
tical way the various factors involved 
in the metabolism of calcium, both nor- 
mal and abnormal. He indicates the 
physiologic basis for the employment of 
calcium salts and agents which influence 
calcium metabolism. Lack of knowledge 
on the part of physicians as to the part 
played by calcium in the organism has 
led to faulty use of this mineral in treat- 
ment. This book gives in succinct and 
concise form an excellent exposition of 
the great value of calcium combatting 
certain deficiency diseases. 


A Manual of the 
Common Contagious Diseases 

By Philip Moen Stimson. Lea and 
Febiger, Philadelphia. 1931. Price, $3.75. 

This work bas a number of features 
which should appeal to the medical stu- 
dent. It is of pocket size; printed in 
very readable type on a dull finished 
paper; all of the commoner diseases of 
children are discussed fully, yet concise- 
ly; and the bibliography closing each 
chapter will be appreciated by every 
clinical clerk. The chapter on general 
management of these diseases is replete 
with information not to be found in such 
convenient form in larger texthooks. 

The William Parker Hospital technic 
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is described well and will meet a need 
often mentioned by busy practitioners. 
va The boarding school physician will find 
- the concluding pages of this chapter of 
great value in the management of these 
diseases. 


Surgical Emergencies 
in Practice 

By W. H. C. Romanis and Philip H. 
Mitchiner. William Wood & Company, 
New York. 1931. Price, $6. 


The authors present clearly but con- 
cisely the clinical signs, differential diag- 
nosis and what they believe to be the 
best methods of treatment of surgical 
emergencies of the more common sort. 
Pathology is not mentioned in order to 
keep the size of the book down and 
mainly, probably, to save the reader’s 
time. The main features of surgical 
technic and the various steps in emer- 
gency operations are stated, but details 
are omitted. It is assumed that the 
reader has some knowledge of surgery. 
Any condition demanding active treat- 
ment within forty-eight hours is consid- 
ered an emergency. A most commend- 


able feature is the advice when to 
expert surgical assistance and when 
is safe and justifiable for the practitianm 
to carry out the necessary operativema™ 
cedures. The publishers have dome 
good job. 


Handbook of Diseases 
of Infants and Children for 
Students and Practitioners 


By F. M. B. Allen, M. D, M.R.@ 
Lond. William Wood & Company, 


York. 1931. Price, $5. 
One cannot but wonder—why buyam 
large, cumbersome, verbose 


when a smaller, concise and exquisite 
made book can be had. Herein one faa 

all that the student should know aaa 
the busy practitioner wants to Ma 
quickly, discussed in a pleasing way, aaae 
meeting every demand. True, it is aie 
other in the long list of smaller tem 
books now being published, but it inam 
tractive, printed in large type, eam 
read, on nonglare paper. The two fam 
tures last mentioned are of much momem 
to him who reads much and yet Withee 
to spare his vision. q 


HOSPITAL MANAGEMENT 


in a paper on “Medical Education in the United States,” 
read by J. Collins Warren, professor of surgery in Har- 
vard University and president of the section on pedagogy 
of the Pan American Medical Congress, at a meeting held 
in Washington, D. C., Sept. 6, 1893, and published in the 
Journal of the American Medical Association, Sept. 9, 
1893, he said: 


“The medical faculty should have personal control of 
hospital wards and management. . . . In this direction lies 
one of the greatest avenues of development of our system 
of medical education in the future.” 
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